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INITIAL COMMENTS

On October 2, 2007, a recertification survey in
conjunction with a complaint investigation was
conducted through October 5, 2007, utilizing the
full survey process. A random sample of five was
selacted from a residential population of two male
anhd six females clients with a diagnosis of
profound mental retardation.

The findings of the survey and investigation were
based on observation at the group home and
three day programs, interviews with group home
staff, day placement staff, the nutritionist, the
administrator, the Qualified Mental retardation
Professional, review of madical and
administrative records ingluding the unusual
incident reparts.

On September 28, 2007, the State Agency
received an e-mail from the court moenitor's office
that described client's care and treatment
concarms. The compliant alleged that there were
persistant pattern of problems as detailed below:

1. "Upon the individuals' return home from their
day program, water/fluids were not given or
offered a second time to Individuals who initially
resisted/reéfused the water/fluids, n addition,
individuals were not toileted or changed upon
their return home."”

2. "Throughout the observation period, one of the
four staff members on duty spent the majority of
the time preparing dinner while the other three

staff members sporadically interacted with the
Individuals."

3. "Class members’ logs of commynity outings
revealed that they had participated in only two

W 000

‘[i
Il

I
[
p i
[
!

i

SHORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE

Womey) Rnonedn

3
; (@) DATE

najo7

ny deficiency statement ending with an asterisk (%) denotas a deficiency which the institution may be ex:uséé] frum. correcti_
thr  ~feguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, I;hb findings stalj
il i the date of survey whether or not a plan of correction Is provided. For nursing homes, the abave fnglmgs and plang|
ays Tollowlng the date these dacuments are made available to tha facility, If deflciencies are clted, an appro\led plan of coff

~ogram padiclpation,

g providing it is detetmined that
d above are disclosable 90 days
of corraction are diselosable 14
sdtion is requisite fo cantinued

IRM CMS-2607(02-09) Previous Varalons Obsolela

Event 1D: DWO411

 Fadility 1D DRG118 |

7
[
‘r :
\

If continuatian sheet Page 1 of B9




: 2024423430 P.6
NOY-9-20@7 _@7:10  FROM: 1P :

; 1gi 006
1U/22/2007 05:21 FAX 2024429430 HRA ) : :

: ‘ k! _ PRINTED 10/22/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES I FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES a ; } OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE CONSTR\‘JET oN ; (»3) DATE SUR_VEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER. : : COMPLETED

A, BUILDING 1
- WIN :
| 09G118 B. WiNG : 10/05/2007
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, GJTY, STATE, znj‘ CODE
iy 4516 EDSON PLADE, NE ~ !
_ WASHINGTON, DG 20019 !
X4 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIFJER'S PLAN OF|CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS;REFERENCED TOTHE APPROPRIATE DATE
¥ DEFIGIENGY)
W 000 | Continued From page 1 W 000 '

j
outings during the period of September 1 - 19, i 1
2007 - park and church. There was no evidence _ 1
that any community outings occurred in August Al
2007 :

4. "As noted in the prior reviews, direct care staff
members, as well as the nurse on duty at the time
of the review, lacked basic knowledge of the

class members' current health care problems and
needs."

5. "As noted in the prior reviews, class members' ‘
positioning logs indicated that they spend the ‘ | R
majority of their day sitting in their wheelchairs." I i
[Substantiated and Condition Level Deficiencies sl

Cited]

6. "On August 24, 2007, when Cllent #2 retumed
from her day pragram, she was "found" with a
laceration on the right side of her forehead.
Client #2 was taken to the emergency room, o
treated, and released with staple(s) in her Lol
forehead, which were to be removed in seven P
days. This serious reportable incident was not
reported to the court monitor's office."

7. "There was no evidence that Clignt #2's I .
neurologist's 8/2/07 recommendation to obtain D ; i
monthly Dilantin and Phenabarbital lavels for
Client #2 was Implemented." [Substantiated and P
Standard - Leve! Deficiencies Cited) .

8. "Since March 2007, Client #1 has lost 13 ‘
pounds, which s over 10% of her bady welght. .
There was no evidence that Ms. Client #1's intake X
i being closely monitored and recorded or that
there was follow-up to her incomplete study/palvic '
sonogram, which took place on June 29, 2007."
[Partially Substantiated - Standard Level
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1 of the changes in Client #1's nutrition status and

Continued From page 2
Deficiencies Cited)

9. "There was no evidence that Client #1's
dietician had conducted a review and assessment

her weight loss. The most recent nutrition
assessment filed in Client #1's record was dated
8/13/06, and it was no longer a current or
accurate portrayal of the client's nutrition/weight
status.” [Substantiated - Standard Level
Deficiencies Cited]

10. "In addition, although Client #1's physician,
registered nurse, and agency Director of Nursing
were notified of Client #1's abnormal
blood-giucose levels of 39 (obtained.on 8/21/07)
and 54 (obtained on 8/27/07) , each of which
represented a marked changed from her
blood-glucose level of 98 in April 2007, there was
no evidence any follow-up to these
abnormalities.,"

11, “Since March 2007, Client #5 has also
sustalned an unexplained weight loss of 8,5
pounds. As noted in the prior review, neither
Client #5's nurses' nor her QMRP's reports
addressed the client's weight loss." [Particlally

Substantiated - Standard Leve! Deficigncies
Cited) :

12. "The numerous copies of the class members'
Health Risk Management Plans, which were filed
across the class members' Medical, ISP, and
Program records, were not complete, current, or
accurate."

440.150(c) ICF SERVICES OTHER THAN IN
INSTITUTIONS

| "Intermediate care facility services” may include
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services in an institution for the mantally retarded
(hereafter referred to as intermediate care
facilities for persons with mental retardation) or
persons with related conditions if:

(1) The primary purpose of the institution is to
provide health or rehabilitative servicas for
mentally retarded individuals or persans with
related canditions;

(2) The institution meets the standards in Subpart
E of Part 442 of this Chapter; and

(3) The mentally retarded recipient for whom
payment is requested is recelving active
treatment as specified in §483.440,

This STANDARD is not met as evidenced by:
Based on abservation, interviews and record
review, the facility falied to ensure that each client
received continuous active treatment services,
[See W195]

483.410 GOVERNING BODY AND
MANAGEMENT

The facility must ensure that specific governing
body and management requirements are met,

This CONDITION I[s not met as evidenced by:
The facility’s governing body failed to maintain
general operating direction over the facllity, (See
W104) failed to ensure that all personnel making
entries into the cllents records wrote legibly,
dated and signed each entry (See W114) and
failed to ensure nutritional aversight on the facility
{See W)
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The systermic effect of these practices results in
the failure of the governing body to ensure
continuous active treatment services for its
clients. (See W195)

483.410(a)(1) GOVERNING BODY

The governing bady must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on observations, interviews with staff, and
the review of records, the facility's governing body

provided general operating directions over the
facility except in the following areas.

The findings include:

1. The facility falled to develop and implement its
established policies to ensure the health and
safety of the clients. (See W149)

2 The facility failed to ensure that clients
recelved a continuous active treatment program

for one of the four clients in the sample in
accordance with recomrnendations made by the
interdisciplinary team (IDT) for two of the four
clients included in the sample. (See W1 96) .

3. The facility failed to ensure that adaptive

_equipment identified as needed by the

interdisciplinary team were furnished and
provided (See WA436)

483.410(c)(4) CLIENT RECORDS

Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it
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This STANDARD is not met as evidenced by: Truo S‘wf‘ b, i\ g mefas
0.Based on Interview and record review, the E,\J\Amcg& \mﬁ", f
facility failed to ensure that all personnel making N i
entries into the clients records were dated and ! N
signed each entry for two of the four clients in the Pyl !
sample. (Clients #1 and #4) Liih
The findings include:
N () anarq wo QNQWM hoo .
1. The facility's primary care physician failed to M . P‘ N Wi \ veview 10:26+07T .
date his entry for Client #1's abnormal laboratory e .
profiles. d,e,ﬁ(,,_%_{w) W I p@p‘ {o exewrt [ongoing

Review of the complaint recelved on September
28, 2007, revealed that Client #1 had bload drawn
on August 18 and 24, 2007. The bload glucose
results were 39 and 54 respectively. These
results were noted as being below the normal
range documented as 74 - 105.

Review of the laboratory report dated August 18,
2007 revealed that the Primary Care Physician
reviewed the results’, however he did not date his
entry it could not be determined If the results were
reviewed timely.

2, The facility's Registered Nurse (RN) failed to
slgn Client #4's quarterly reviews.

Interview with the facility's Licensed Practical
Nurse (LPN) on Qctober 4, 2007 at approximately
3:00 PM revealed that the one of two RN
completes quarterly nursing exams. Review of
the Client #4's medical record revealed that a
nursing assessment was completed in March
2007, with quarterly follow ups (June 2007,
September 2007). However, the quarterly
reviews were not signed to Indicated who had
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completed the quarterly reviews.
483.410(d)(3) SERVICES PROVIDED WITH
OUTSIDE SOURCES ‘

The facility must assure that outside services
meet the needs of each client.

This STANDARD is ot met as evidenced by:
Based on observation, staff interview and recotd
verification, the facility falled to ensure that

outside services met the needs for one of the four
cllents in the sample (Client #1)

The finding includes: .
On October 2, 2007 at 7:20 AM, Client #1 was

observed using an angled spoon during her
breakfast. On October 2, 2007 at the day
program, the client was observed eating her
lunch, The client Had an adaptive plate and built
up handled spoon. At the dinner meal on the
same day the client utilized an angled spoon for
eating, Record reveiw reveaied that the client
was prescribed an angled spoon during meals.
‘The day program observation was brought to the
attention of the Qualified Mental Retardation
Professional (QMRP), who was not aware that
the day program was not using the recammended
adaptive feeding equipment at her day program.
483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore the facility must inform each client,
parent (If the clientis a minor), or legal guardian,
of the client's medical condition, developmeantal
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.
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2007 at 9:40 AM, the Qualified Mental ‘
Retardation Professional (QMRP) indicated that
Client #4 had a legal guardian and Behavior
Support Plan (BSP) to address his maladaptive
behaviors of self injurious behaviors, aggression,
stripping and masturbation. Review of the BSP
dated September 28, 2008 revealed that
restrictive measures were required as part of the
techniques used to manage the behaviors.

On October 4, 2007 at 9:30 AM, review of Client
#4's record failed reflect written informed consent
for the use of the BSP. Continued review of
Client #4's records revealed a psychological
assessment dated March 21, 2007. The
assessment documented that the elient had
prefound mental retardation and was not
competent to make indapendent decisions
regarding health, medical and financial decisions.

At the time of the survey, the facility falled to

provide evidence that the potential risks involved
in using these restrictive measures, or his right to
refuse treatment had been explained to the client
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This STANDARD s not met as evidenced by: Thia Q*MM w AL be mek oS
Based on observation, interview and record L0 A \m.}
verification, the facility failed to ensure the right of i
each clignt or their legal guardian to be informed Dol !_
of the client's medical condition, developmental P ‘
and behavioral status, attendant risks of : :
treatment, and the right to refuse treatment for g
one of the four clients in the sample. (Client #4)
The findings includes: f : \
, Wr\ ll :IB' OT
During the entrance conference on October 2, T
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W 137 | 483.420(a)(12) PROTECTION OF CLIENTS W 137 Z\N V37
RIGHTS ‘ ‘
The facifity must ensure the rights of all clients. ol

Therefare, the facility must ensure that clients . il
have the right to retain and use appropriate b
personal possessions and clothing. | ;

This STANDARD is not met as evidenced by: PA!\AQ)E[\!QJL[) ‘Q’J\
Based on observation and interview, the facility Pt ?,
failed to ensure that clients had clothing that was - Ll

the appropriate size far one of the faur clients S

inoluded in the sample. (Client #1) n .
! i ;
L, ik : !
The finding includes: A0 AT 1.
~ _ @ Nows Sovnung Yoo hart. 1165 47
On October 2, 2007 Client #1 shirt appeared too l . i, Qol M .
big as the arms of the shirt hung over her hands. ANPUN N0 ongotng
interview with the staff acknowledged that the g\l :
client's clothes were two large and indicated that I I
che had recent welght lass. Interview with the g Siyle ot tlaviingy Worh \O\ﬂ
Qualified Mental Retardation Professional u\('mk ¥\ toA oN
(QMRP) also acknowledged that the client has bt Lotk :
loss weight and that the day program had been \0\:2\1“‘7 wa‘(" qugne,d W H
concerned with her clothes being too big. \o ﬂ(ﬁg\é&s"@;v, o Q}’V{' )
W 140 | 483.420(b)(1)(i)) CLIENT FINANCES w140  yeTiop gnee © wtande
Sheprese

1 that assures a full and complete accounting of ;
clients' personal funds entrusted to the facliity on AR

behalf of clients. Thia %»:M W\}l e yok 0

The faclilty must establish and maintaln a system \Nl‘-\l);; %
|

This STANDARD 15 not met as evidenced by: P

Based on staff interview and record review, the . l i ; ) *

facility falled to provide receipts for withdrawals -
|

from the clients personal funds account for one of ¥
3

Fad]lulb:uﬁil;ﬁ'i;s( o If continuation shest Page 9 of 59

]

FORM CMS-2567(02-89) Previous Verslons Obsolete -~ Evant [D: DWO411




R B

11/18/2007 15:08 FAX 202 891 9293

DEPARTMENT OF HEALTH AND HU MAN SERVICES

INDIVIDUAL DEVELOPMENT 002

—

pR'l NTED: 10/22/2007
FORM APPROVED
OMB NO. 0938-0381

W 148 | £83.420(c)(6) COMMUNIGATION WITH

CLIENTS, PARENTS & : -
The facility must notlfy promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condltion including, but not
imited to, serious iliness, accident, death, abuse,
or unauthorized absence.

This STANDARD is not met as evidenced by:
Eazed on interview and record review, the facility
failed to nofify parents or guardians of significant
incidents for one of the eight clients residing in

| the facility. (Clients #2)

The findings include:

Review of the facility's unusual ingident reports
and investigations on QOctober 2, 2007 at
approximately 8:20 AM, revealed evidence that
the facility failed to notify family members.
irmmediately of the following significant incidents:

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT UF DE'FICIENGIES 1) PROVIDER/SUPPLICRICUA (X2) MULTIPLE CONSTRUCTION (X3) gg&%fg‘é\{f\(
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING
09G119 B. WING , 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE '
4515 EDSON PLACE, NE -
1ol _ WASHINGTON, DC 20019
MARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION (x5)
%2;& (EAgtl,gEFlgIYI;flC; MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE. CDNSAL;;'ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
W 140 | Continued From page 9 W140| .
the four clients in the sample, (Client #2) The Standard will be met as
' evidenced by:
‘The finding includes: ‘ » o The QMRP will provide a
Review of Client #2's financial was conducted on receipt for the recliner chair.. | vy J4.07
October 2, 2007 for Client#2. The review of the e Inthe event a receipt for o
bank sgtgc:;;ents m[)r: Nov_&naber 21006 I?rou%t;er purchase of a recliner chair ongiing
August 2007 revealed a withdrawal on Nove p th -
10, 2007 in the amount of §500.00.  Interview dan?.o ¢ located and/or
with the Qualified Mental Retardation uplicated, funds will be
Professional (QMRF) on October 3, 2007 at reimbursed to client #2°s
approximately 11:00 AM indicqted that the maney account.
| withdrawn was spent on a recliner chair. There e The H. M. . \ L
were no receipts however 1o determine how or e Home Manager will \ ¥
when the monies were spent. - ' ensure that all receipts are
W 148 filed on a monthly basis and '

the information is available
for review.

w148

'The Standard will be met as

‘evidenced by: '

, CH0T0]

o QMRP will notify family” | [ONEE
members immediately of all
significant incidents.

*  QMRP will document
person/s notified, and the
date/time of notification/s on |
the incident report form. |

\
!
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W 148 | Continued From page 10 W 148
a. On April 17, 2007, staff discovered Client #2 ‘
with a three centimeter discoloration. on her left
thigh.
b. On Ahgust 24, 200, Staff discovered a
laceration to Client #2's head for which she was
treated in the emergency rooim.
W 148 | 483.420(d)(1) STAFF TREATMENT OF W 149 W149
CLIENTS AT
The facility must develop and implement writteh . . omp'rﬂ
palicies and procedures that prohibit This Standard will be met as
mistreatment, neglect or abuse of the client. evidenced by:
This STANDARD is not met as evidenced by: * Reference response to W153
Based on staff Interview and record review, the and W154.
facility failed to establish a palicy on injuries of " e Incident Management policy |
unknown origin. . . .
will be reviewed/revised as
The finding includes: needed.
o  QMRP will provide
[Cross Refer to W183 and W154] The facility TS - SRR
failed to establish a policy and procedure on additional Swffnmmng as
reparting and investigating injuries of unknown needed to further ensure
origin, Interview with the Quallfied Mental compliance with thi.
Retardation Professional (QMRP) on October 2, standard
2007 at approximately 2:00 PM revealed that staff )
were required to write an incident report, notify
appropriate management, family ‘members,
guardians, attorneys and all other governmental
agencies; however these procedures were not
written in the Incident Management policy.
W 153 | 48:3.420(a)(2) STAFF TREATMENT OF W 153
CLIENTS '
The facility must ensure that aII aliegations of
mistreattment, heglect or abuse, as well as
injuries of unknown source, are reported )
R .
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(X 1D SUMMARY STATEMENT OF DEFICIENCIES D '{ PROVIDER'S PLAN OF CORRECTION s}
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY}
W 153 | Gontinued From page 11 W 153
immediately to the administrator or to other
offic.als in accordance with State law through
established procedures.
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility w153
failed to ensure that all unusual incidents T
ineluding injuries of unknown origin were reported : . B
immediately to the administrator and other Thls Smlglabrd will be met as ORQONG.
officials according to district law (22 DCMR,. evidenced by:
Chapter 35, Section 3519.10) four of the eight - ,
clients residing in the facility. (Client's #2, #3,#6 e QMRP will reportall
and #7). unusual incidents, including
o ) injuries of unknown origin
The findings include: : . .
. g . ) to the administrator and
Review of the incident reports on October 2, 2007 other officials according to
beg ijnninghatd 812':) r:\M reveall-zt:_-ed(j thet;oll%vtvirtlg district law.
incidents had not been reported to the State o ‘ .
Agency as required: : Inc;denﬁt Ma:mger w111. ,
review incident reporting
1a. On April 17, 2007, staff discovered Client #2 procedures on a routine
with a three centimeter discoloration on her left basis and provide
thigh. , appropriate follow-up
b, .On September 11, 2007, the staff discovered actions a3 neoded % further
. a "rnark” on Client #3's left back arm. ensure compliance with this
. : standard.
c. Pn I..‘July é?, 20%‘, th? s:af'f discovered a o Documentation of all
) scratch on Client #3's righ back leg. potifications will be
1 d. ©n July 9, 2007, the staff discovered an maintained on file for
abrasion on Client #3's left lower leg. ICVIEW.
e. On June 24, 2007, the staff discovered a
bruise on Client #6's right elbow.
f. On June 18, 2007, the staff discovered a blister
FORM CMS-2567(02-89) Previous Versions Obsolete
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(x4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG FEGULATORY OR LSC IDENTIFYING INFORMATION), ‘ TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
, : : DEFICIENGY)
W 153 { Continued From page 12 W 153
on Client #7's right knee.
W 154 | 483.420(d)(3) STAFF TREATMENT OF W 154
CLIENTS '
The facility must have evidence that a)l alleged -
violations are thoroughly investigated.
This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
1 facility failed to consistently document thorough
investigation of all injuries of unknown origin, for
thre= of the eight clients that reside in the facility. :
(Client's #3, #6, and #7) ' Wwis4
The findings Include: | _ This Standard will be met as
Review of the incident reports on October 2, evidenced by: b b7
2007, revealed the following incidents reflecting naol
injuries of unknown origin were not investigated. ¢  OQMRP received disciplinary © 3 mﬂ :
. ' action for failing t
a. On April 17, 2007, staff discovered Client #2 incident investi gat(i)0c011:1p lcte
with a three centimeter discoloration. on her left . galions in a
thigh. timely manner, ,
‘ , ¢ Incident investigations will
b. On September 11, 2007, the staff discovered _ be completed for each of the
.| a"mark" on Client #3's left back arm. lis_ted incidents.
c. On July 16, 2007, the staff discovered a * Information will be made
scratch on Client #3's right back leg. : available for review.
d. On July 9, 2007, the staff discovered an
abrasion on Client #3's left lower leg.
e. On Juna 24, 2007, the staff discovered a
bruise on Client #8's right elbow.
f. On June 18, 2007, the staff discovered @ blister| .. - -
on CGlient #7's right knee.
FORM CMS-2667(02-39) Pravious Verslons Obsolete Event ID: DWO411 Facillty 1D: 09G119 If continuation sheet Page 13 of 59
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| acccunt were available for review. [See W140]

13. The facili{y‘s QMRP failed to ensure that all

outside services met the needs of the clients.
[See W120)

2. The facility's QMRP to ensure receipts for
withdrawals from the clients personal funds

unusual incidents including injuries of unknown
origin were reported immediately to the
administrator and other officials according to
district law (22 DCMR, Chapter 35, Section
3519.10) [See W153]

4. The facility's QMRP failed to investigation of all
injuries of unknown origin. [See W154]

5. The facility's QMRP failed to ensure that
clients received a continuous active treatment
prog-am for one of the four clients in the sample
in accordance with recommendations made by
the interdisciplinary: team (IDT). [See W196]

5. Reference response to W196.

6. Reference response to W210.

8. Reference response to W220.
9. Reference response to W241.
10. Reference response to W242.
11, Reference responsé to W247.

12. Reference response to W249,

7. Reference response to W217. -

" 13, Référence response to w2s0. |

ot WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG FREGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
, A DEFICIENGY)
W 169 483.430(&1) QUALIFIED MENTAL W 159 W159
RETARDATION PROFESSIONAL -
FEach client's active treatment program must be This Standard will be met as
integrated, coordinated and monitored by a evidenced by:
qualified mental retardation professional. .
' 1. Reference response to W120.
This STANDARD is not met as evidenced by:
Based on observation, interview and record 2. Reference response to W140,
review, the facility's Qualified Mental Retardation '
L b et s 2
monitor, Cco [ '
M DCMR, Chapter 35, Section
active treatrnent programs . > 2
Prod 3519.10. Also reference
The findings include; response to W153.
1. The facility's QVIRP failed to ensure that 4. Reference response to W154. [11¢13:01

onqoing

i
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W 159 | Continued From page 14 W 159| W 154, Continued...

6. The facility's QMRP failed to ensure that .
assessments had been completed within 30 days
after admission by the interdisciplinary team.
[Sea W210] . 14. Reference response to W252.
7. The facility's QMIRP failed to ensure that a

nutritional assessment was completed. [Sze 15. Reference response to W260.
W217]

. 8. The faciiity's QMRP failed to ensure that a 16. Reference response to W436.
spez2ch language assessment was coordinated to - ,
determine the client's communication needs. 17. Reference response to W137.
[See W220] :

9. The facility's QMRP failed to provide behavior
strategies to staff. [See W241] .

10. The facility's QUMRP failed to ensure that
clients' individual program pians (IPP) included
training in personal skills in both formal and
informal sefting. [See W242]

11. The facility's QMIRP failed to ensure that’
each client was provided an opportunity for
choice. [See W247]

| 12. The facility's QMRP failed to ensure that
clients were provided the opportunities for
confinuous active treatment in accordance with
| their Individual Program Plans. [See W249]

13, The facility's QMRP failed to develop an
active treatment schedule that outlines current .
active treatment program when clients are home
'| frorn the day program. [See W250]

14. The facility's QURP failed to collected data- . : .
tha: was reflective of actual client’s performance. | . o ' -
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W 152 | Continued From page 16 W 159
[See W252)
15. ‘The facility's QMRP failed to make revisions
or to justify the repetition of the objectives from
the previous year. [See W260)
18, The facility's QMRP failed to ensure that
adaptive equipment identified as needed by the
interdisciplinary team were furmshed and W170
provided. [See W436]
17. The facility's QMRP failed to ensure Clients This Standard will be met as
had the appropriate size clothing. [See W137] evidenced by: Wi lb:07
W 170 | 483.430(b)(5) PROFESSIONAL PROGRAM W 170 ' 0!\30“\9
' SERVICES tnt q i i1l
» Administrative Assistant wil
Professional program staff must be licensed, obtain all re_qmred licenses
certified, or registered, as applicable, o provide for two S-oc1al Worlfers and
professional services by the State in which he or the Physical Therapist.
"I she oractices. e The Human Resource
‘ department will obtain two
This STANDARD is not met as evidenced by: LPN licenses to cnsure
'Based on record review and interview the facility compliance with this
failed to ensure that the Professional program standard.
Spplcabie, o provids profeSsiona, senices by * Both Administative
G .
the $tate in which- he or she practices. Assistant and the Human
' Resources Department will
The finding includes: continue to monitor and track
_ o ] * expiration dates of required
brofbesional saff who soked evidence of & livensesg oertifications of
| current license: ° professional staff to further
Two Social Workers, the Physical Therapist and ensure compliance with this
two Licensed Practical Nurses. standard.
W 180 | 483.430(b)(5)(x) PROFESSIONAL PROGRAM W 180
SERVICES - - R

FORM GMS-2567(02:¢ 8) Previous Versions Obsolete

Event ID:OWO411

Faclilty ID: 09G119

if continuation sheet Page 16 of 59




11/16/2007 15:10 FAX 202 891 9293

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FCR MEDICARE & MEDICAID SERVICES

INDIVIDUAL DEVELOPMENT

@009

PRINTED: 10/22/2007
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN ©F CORRECTION

(X1) PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

09G119

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

(X3) DATE SURVEY
' COMPLETED

10/05/2007

1D1

NAME OF PROVIDER OR SUFFLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4515 EDSON PLACE, NE

WASHINGTON, DC 20019

(%4) Iy
FREFIX,
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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COMPLETION,
DATE

"W 180

W 193

Continued From page 16

To bz designated as a human services
professional, an individual must have at least a
bachelor's degree in a human services field
(including, but not limited to: sociology, special
education, rehabilitation counseling, and
psychology).

This STANDARD Is not met as evidenced by:
Based onh review of personnel records, there was

no evidence that the facility had hired a Qualified |
| Mental Retardation Professional (QMRP) in

accerdance with the federal regulations.
The finding includes:

interview with the QMRP on Qctober 2, 2007
revealed that she had been working for. many

years in coordinating and monitoring services fo -

persons with mental retardation. Review of the
QMRP's educational credentials, however,
indicated that she does not hold at aleast a
bachelor's degree in an area designated as a
human services professional category or meet
the educational qualifications as specified by
federal regulations: (See W159)

483.420(e)(3) STAFF TRAINING PROGRAM

Staf* must be able to demonstrate the skills and
techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD .is not met as evidenced by:
Based on observations, staff interviews and the
review of records, the facility staff failed to
demonstrate competency in implementation of
Behavior Support Plan (BSP) for one of the five’
clients in the sample. (Client#4).... :

W 180

W180

This Standard will be met as
evidenced by:

Reference response to W159,

This Standard will be met as

W1ss3 evidenced by:

e Client #4’s personal skills
will be assessed/evaluated.

4 will be reviewed/modified
as needed.

¢ Activity schedule for client #

i
I
!
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' review, the facility failed to ensure continuous

| the Tacility failed to ensure that assessments had

- | included:training in personal skills (See W242); -

This CONDITION -is not mef as evidenced hy:
Basad on observation, interview and record

gctive treatment services (See W188 and W248);

been completed within 30 days after admission by
the interdisciplinary team (See W210); the facility
failed to provide a speech language assessment
to datermine the client's communication needs
(See W220); the facility failed to provide behavior
strategies available to staff (See W241), failed to
ensure that clients' individual program plans (IPF)

the facility failed to ensure clients were provided

1Dl WASHINGTON, DC 20019
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID FROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE L
‘ DEFIGIENCY) -
W 193 | Continued From page 17 wies) ¢ QMRP will conduct
- additional training to include
The finding includes: but not limited to; adherence
. to mealtime protocol,

The facility failed to implement Client #4's BSP as implementation activity

written. [Also See W196] schedule, interaction and

On Qctober 3, 2007 at approximately 12:30 PM, active participation of

Client #4 was obsetved exhibiting face slapping }ﬂghﬂduals in their daily

behaviars during lunch. During the behavior, a routines, behavior support

direct care staff intervened by stating, "Oh, no we Wlans & positioni 1200

won't have that". . The client momentiarly stopped ‘ P positioning. ;:\qzﬁn;

and proceeded to face slap again. There was no by ':Re' -

intervention from the staff. According to the BSP @ w1 ference response to W196 :

the strategies reviewed on October 4, 2007 at \ ®

2:00 PM, the staff should ask the client to stop, if * QMRP will develop program

not, then the staff should move the client's hand objective to enhance client

. | down from his face and continue with proactive #4°s skillg -
| strategies. -'

W 195 | 483.440 ACTIVE TREATMENT SERVICES W 185 \y195

The facility must ensure that specific active This CONDITION will be met as.

treatment services requirements are met. . .

evidenced by: |
\12D01

The facility will ensure that active
treatrnent services and requirements
are met as evidenced by:

Reference responses to W196,
W249, W210, W220, W241, W242,
W247, W250, W252, W260, and
WA436. ‘ _
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with opportunities far choice and
self-mahagement(See W247), the Tacility failed to
develop an active treatment schedule that
outlines cuirent active treatment program when
clierts are home from the day program (See
W2E0Q); faited to ensure data relative to the
accomplishment of the criteria specified in each
cliert's IPP objectives were documented in a
measurable terms(See W252); the
interdisciplinary team (IDT) failed to make
revisions or to justify the repetition of the
objectives from the previous year (See W260);
and the facility falled to ensure that adaptive
equipment identified as needed by the
interdisciplinary team were furnished and
provided (See W436) '

The effects of these systemic practices reslts in -
the failure of the facility to adequately provide
active treatment services. ‘

483.440(a)(1) ACTIVE TREATMENT

Each client must receive a continuous active
treatment program, which includes aggressive,
consistent implementation of a program of
specialized and generic training, treatment, health
services and related services described in this
subpart, that is directed toward:

(i) The acquisition of the behaviors necessary for
the client fo function with as much self
determination and independence as possible; -
and :

(if) The prevention or deceleration of regression
or loss of current optimal functional status.

This STANDARD -is not met as evidenced by:
Based oh observation, staff interviews, and..- -
record review, the facility failed to ensure that

W 195

W 196
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&) Upon the surveyors arrived to the home at 8:00

"1 d) During lunch, at approximately 12:30 PM,

revealed the following:

AM Client #4 was observed at the kitchen table
preparing fo eat his breakfast. The client was
servd his breakfast and did not participate in the
meal time preparation or service. Although the.
client was independent in feeding himseif, staff
usec hand over hand assistance to encourage
him to complete his meal.

b) At appoximately 8;30, after completing his
breakfast, the client was taken to his bedroom
where he remained until lunchtime. The client .
was periodicaily observed in his bedroom lying an
his bed without any without ‘
constructive/hiabilitative -activities.

c) At approximately 12:00 PM, the client was
escorted in his wheelchair to the living room and
positioned in front of the telavision.

Clietit #4 was ohservad exhibiting face slapping
behaviors. The direct care staff intervened by
stating "Oh, no we won't have that". The client
cedsed the behavior momentarily. The staff did
provide any further redirection/intervention. .
Accerding to the Client's current Behavior Support

will be assessed/evaluated, -

e Program objectives will be
established as needed.

» The Activity Schedule for
client #4 will be
reviewed/modified as needed.

e QMRP will conduct
additional training as needed
to include but not limited to;
mealtime protocols,
implementation of activity
schedules, client interactions
and active participation of

* individuals in their daily |
routines, behavior support

e Routine file reviews will be
conducted to further ensure
compliance with this
standard.

- plaps and positioning. i .
%
|

D
1ol | ' | WASHINGTON, DC 20019
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES [v) PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX "EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
W 196 | Consinued From page 19 W 198
clients received continuous active treatment )
program in accordance with recommendations .
made by the interdisciplinary team (IDT) for two of w196
the four clients included in the sample. (Cfients
#3 and #4) | This Standard will be met as
The findings include: evidenced by:
. . L - W30
1. On Qctober 3, 2007 Client #4's home activities e Client #4’s personal skills gn 90;"79
| from 8:00 AM to 1:30 PM were observed and
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Plan, reviewed on October 3, 2007, required the
staff to ask the client to stop, If the client did not
stop, the staff was required to move the client's
hand down fram his face and continue with
proactive sfrategies.

e) After lunch, at approximately 1:30 PM, direct
care staff took the client on a van ride.

2, Interview with staff an October 2, 2007
revealed that Client #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was observed
wearing an adult protective under garments and
dependent on staff for toileting. Also on the
morning of October 2, 2007, the staff was
observed assisting the client with his jacket. The

{ staff confirmed that the client needs assistance

with bathing, dressing and toileting.

Review of the client's habilitation record on
Qc¢tober 4, 2007 revealed no documented
evidence of training programs in these domains,
Further review of the client’s habllitation recards
failed to review that the client's personal care
skills had been identifled/assassed. -

3. Review of Client #4's IPP revealed that
recommended training programs were not
cansistently implemented as evidenced below:

Review of the Client #4's IPP revealed

objectives to enhance sensory awareness, ta
improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills, At no time during the observations
did the staff direct encourage, the client to
participate in any of the aforementioned program
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objectives as evidenced below:

a) Three times per wesk, the client will
feel/manipulate items in his fee! box for three
minutes with hand over hand assistance for six
consecutive months by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRP) on October 4, 2007
revealed that there was no box available with
such items. Review of the data, howaver,
revealed that the program was being
implemented and that.the client had acheived th
required objective, since April. '

The facility QMRP could nat explain how the
program was being implemented without the box,

b) [The client] will dance with staff for three
minutes two times per day 100% accuracy for six
months.

Although the data collection refect that this
program had been implemented in the past, there
was no evidence that the program had been
implemented during the survey period.
Additlonally, the data collected did not measure
the progress of the objective. [Also See W252]

d) [The client] will ambulate one trip around the
Interior of the home two times a day with
moderate physical assistance of one person at
100% accuracy for six months”.

Although the Octaber 2007 data callection
refected that this program was being
implemented one time a day, this program was
not observed during the survey period.
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W 196

| observed to lie in bed until 6:55 PM. The client

Continued From page 22

2. The facility failed to implement Client #3's
program objectives,

a) Interview with the QMRP an October 2, 2007 at
9:40 AM indicated the Client #3 was admitted to
the facility on March 26, 2007.

During evening obsertvation on October 2, 2007
from 3:45 through 6:55 PM, Client #3 was not
engaged in any formal or informal active
treatment programs.

At 3:30 PM, the client arrived home from his day
program and shortly thereafter, at approximately
3:45 PM. was taken to his bedroom. He was

was observed ta need total assistance in
transferring from his wheelchair to and from bed.

At 6:65 PM, the client was propelled inta the living
room and positioned in front of the television,
where he remained until he received his G-tub .
feeding at 8:00 PM. There was no observation
that the staff presented the client with a choice of

leisure time activities or engaged the client in any
other activty.

b) Review of Client #3's IPP dated April 25, 2007

revealed an objeclive that the client will sit on the

edge of the bed for two minutes three times a day
without assistance for three months,

There was no observations of the client
participating in this activity. According to the data.
sheets since June 2007 the direct care staff were
documenting only twice a day.

c) Review of Client #3's IPP dated April 25, 2007
revealed an objective that the client will talerate

| i

W 196

Wi ! WV\MMP
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stretching to his lower extremities daily for two
minutes each sfreteh for six months. 3
8 Q) -
There was no observations of the client 5
participating in thig activity. According ta the data Wm*

sheets since June 2007 the direct care staff were
not documenting the number of minutes.

Ar_oddahunal
m choude

L e T T
LA,

d) Review of client's IPP dated April 25, 2007
revealed an objective which stated, "Five days a 5
week, given hand over hand assistance, [the i
client] will make a selection of what clothes to
wear daily in 80% of the trials presented for sjx
consecutive months by April 2008."

QOn October 2, 2007 at 3:456 PM, a pair of jeans g
and shirt was abserved on Client #3's nightstand. | . *
Interview with the direct care staff at 6:00 PM ‘
indicated that the clothes were selected by the
staff for the client to wear on the next day. There :
was no evidence that the facllity encourage the :
client to participate in this task. l

3. During the evening meal observation on
October 2, 2007, Client #1 ate her.meal with
minimal to no assistance from staff. Upon the il
completion of tha meal, the staff who was il
assisting the client with her meal, passed the dish 1
and eating utensils to another staff person who :
was located in the kitchen. Review of the clients ]
IPP objective on October 4, 2007, revealed that
the client had a goal to increase her activities of
daily living skilis. To accomplish this goal, the .
client was required ", . . after dinner meal, given D
physical assistance, [Client Name] will remove ol
her plate to the Kitchen on 100% of the trials il
presented for six consecutive months.” On
October 2, 2007, Client #1 was not afforded an - il
opportunity to participate in this IPP goal. . :
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W 210

W 220

483.440(c)(3) INDIVIDUAL PROGRAM PLAN

Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed to
supplement the preliminary evaluation conducted
prior to admission.

This STANDARD is not met as evidenced by:
Based on abservation, interview, and record
review, the facility failed to ensure that
assessments had been completed within 30 days
after admission by the interdisciplinary team for
one of the four clients in the sample. (Client #4)

The finding ineludes:

[Cross Reference W198] During the entrance

.| confarence with the Qualified Mental Retardation

Professional (QMRP) an October 2, 2007 at 9:40
PM revealed that Client #4 was admitted into the
facility on March 1, 2007,

On Qctober 2, 2007, the client was observed
wearing an adult protective under garments and
dependent an staff for toileting. Also on the
morning of October 2, 2007, tha staff was
observed assisting the client with his jacket. The
staff confirmed that the client needs assistance|
with bathing, dressing and toileting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of tralning programs’in these domains.
Further review of the client's habilitation records
failed to review that the client's personal care

-skills had baen identified/assessad.

4B3.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN

w210

W 220

T

013.:0)
'ov\gomq :
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The comprehensive functional assessment must O
include speech and language develapment.

ﬁ\b,mﬂg iU loe met

language assessment to determine the client's
communication needs, for one of the four ¢lients
in the sample. (Client #4),

This STANDARD s not met as evidenced by: Thas =¥
Based on observation, interview and record ! [LdWOEA Q) g{ 7 ,
review, the facility failed to provide a speech | QS SV Co

The finding includes:

Observation during the survey from October 2, o
2007 through October 5, 2007 revealed that i
Client #4 was non-verbal. On Qctober 2, 2007 .
during breakfast the staff was obsetved feeding !
the client his meal. The staff would asked the i
client before scooping the faod, which foad item i
from his plate he wanted next. The client did not : b
respond verbally, however, he would turn his a :
head away from the utensil to indicate that he did I
not want to eat the spoon of food. He was also S
obsarved to intentionally turning over his cup of R
water to indicated that he did not want water. The ’
staff acknowledge that the client cammunicates
his dislike for water by spilling it.

The staff indicated that there were no formal (
means of communicating with the client
Interview with the Qualified Mental Retardation ' ] '
Professional (QMRP) on October 4, 2007 at _ RN = !
approximately 11:00 AM indicated that the ' .

client's 30-day revlew on March 28, 2007 ' i
revealed that the Interdisciplinary Team (IDT) i
recommended to continue with all previous Dl :
program objectives. Review of the records’ Tt , j
revealed that the speech pathologlst noted, that : '
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"a report” would be completed within 30 days.

Further review of the records revealed that an
evaluation by the speech therapist was completed

on June 28, 2007, The evaluation however, did | accessvhent fov] Onent 47 | (1,20.07

not identify any training needs or skill deficits. It ' R 3 W e onaoIn

shauld be noted that the client was ordered and ‘o ine Lde touk | nex imuizd | ongoing)
e .

served a pureed diet. The speech assessment

did not address the reasons for the pureed
texture diet,

At the time of the survey, the facility failed to > WCham B :
ensure Client #4 received a current Speech eleild ol W,Fg,

Therapy assessment that documented the client's . ,
current functioning lavel. L
W 224 | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN W 224 ‘

The comprehensive functional assessment must - ;
include adaptive behaviors or independent living P
skills necessary for the client to be able to |
function in the community, '

p M ‘ :I
This STANDARD is ot met as evidenced by: 0a eridaanied by’

Based on observation, Interview and record bt
review, the facility failed to assess adaptive { '

behaviors and/or ind dent living skills, fi b 3 Vi)
& independent living or one P W} WL Lollpw \A{)W\‘W\

of the five clients In the sample. (Client #5)

The finding includes: %P%d mp\ﬁ o

On October 2, 2007, at 65:00 PM Client #5 was L

observed during meal time, The client, with an . WW*r ezua-bm

adaptive spoon, ate a pureed dinier using a high ' 'I,-\rQ; e,cb\upm%r

sided plate that had an attached plate guard. de Oli\Oi .
During the process of eating, however, there was @&, | Q{N C)»\&M' % 9.
spillage. As the client brought the loaded spoon N i S o

5
to her mouth she tumed the spoon causing the oo

food to spill back into the plate. Atter the facility's |
nurse observed the client's eating techniques, the |

- !
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consecutive months by April 2008." ’ .
9. The facility failed to provide Client #5 an & “‘"’{d"\‘}x" "‘5& Y’Hﬁgzm‘;“ o) 0. 2007
apportunity to choose to have dressing on her will m | t',owd.u . n . +20-0
salad. - . : decicimi ond chiptee malangy ongoutg
On October 5, 2007 at 6:10 PM Client #5 was obildies aF clipnt #5,
observed eating a pureed meal for dinner. The CE
dietary order required that the cllent be served a i
salad for lunch and dinner. The staff was Il
observed pureeing the letiuce and served it to the i
client. When asked if the client had a preference Ll
in salad dressings, the staff stated | don't think ik
she likes dressing." There was no attempt by staff Sl
to offer the client a dressing for her salad. _ i
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 WZL}Q\ . } .' . ‘
PR y
As soon as the interdisciplinary team has Thu) Q\p.\'\ daﬁi w"m h& M 0%
formulated a client's individual program plan, But L u& .
each client must recelve a continuous active P d“}ﬁ’ \Dk\,
treatment program consisting of needed I .
interventions and services in sufficient number Polp
and frequaney to support the achievement of the Ak ap ’
objectives identified In the individual program 4 - (é’te By’ O WI0Z, ) :
plan. \»}:)z,% LW 13 and VBT n‘wgw
1954 w224 W |
il AW W W2tz | ongng
This STANDARD is not met as evidenced by: O'er i 7.‘-”, . ,
Based on staff interviews and record review, the o
tacllity failed to ensure that clients were provided - ‘L TR ent
the opportunities for continuous active treatment & GW\B‘? ' il Pwr e ¢ "
in accardance with their individual Pragram Plans ond/or deued materials
(IPPs) for three of four clients included in the * Y ar ceded) YO
sample. (Clients #1, #3 and #4) M\A\' i 9’%&{9th6‘5 ds n

Sunvvir ensurt|tompliance
NHMI \ W(W' -

The findings include:

On Qctober 3, 2007 Client #4's home activilies
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nurse acknowladged that the client's adaptive o (),leﬂ ,‘N (W, Coo :
equipment and/or feeding techniques needed to %rmnt 5 as n '
be re-assessed. B
W 241 | 483.440(c)(6)(ii) INDIVIDUAL PROGRAM PLAN W 241 !
The individual program plan must Identify the wzw i :
location where program strateqgy information g
(which must be accessible to any person :
responsible for implementation) can be found. ' ‘
- N ) ':'dl 0L e met-
M A
This STANDARD is not met as evidenced by: Thto % o ‘
Based on observation, staff interview and record oY) G’AJLO\Tb-N o} %
verification, the faclility failed to provide behavior . . \,ms Vave
strategies avallable to staff for one of the four b} X ,
clients in the sample. (Client #3) ) § Oehowior cbwd%ejit fov chient#*3,
peen i P‘W‘@"' ".[4 07
The finding includes: Lo des, hove
Interview with the Quaiified Mental Retardation been, Q—J OL 1\ e ﬁmaom(j
Professional (QMRP) on October 2, 2007 at 9:40 tpdk i Jb V\QA Yolthe W’"“
AM, revealed that Client #3 had a behavior 5 ‘O’SF ofL \mpwmm
support plan that addressed maladaptive r@w\m ete L enieS
behaviors. The plan however was discontinue of \@g\fp,\)\b\’ Yol egie=.
due to the discontinuation of the client am RP /Hom?a Mmonpoer on
psychotropic medication regime on April 23, a t r uhll conhaue
2007. Further Interview with QMRP and recard ?&qd}\b OQ)LE" and malke '
review revealed that behavior guidelines were Lo W\.OY\‘H» et ps
designed and required to be implemented as G.b Y\ .
needed. The guidelines, however, were not- (‘)’MQM :
available in the client's program book for staff } , t
review and implementation. i
I
Interview with the QMRP on October 3, 2007 at -
approximately 12:45 PM revealed that the }
behavior guidelines could not be located. LY
W 242 | 483.440(c)(6)(Ilf) INDIVIDUAL PROGRAM PLAN W 242 w zl.lrz,,

The individual program plan must include, for

|
[
)
]

FORM CMS-2567(02-09) Previous Verslons Obaclete

Event (D DWQO411

Facilty ID: 066119 | | |

[ 3

If continuation sheat Page 28 of 58




NOU-9-2887 @7:50 FROM: o _ Jo:E@ed4e3438 0 P
10/22/2007 05:12 FAX 2024429430 HRA E : Aoo01
i
I
DEFARTMENT OF HEAI@.‘;’I’H
HEALTH REGULATION A.DMINI;‘QT{RA.TION
825 NORTH CAPITOL STREET NE, 2U2 FLOOR
WASHINGTON, DC 20002 ; '
FAX NOS. 202-.442-9430 OR202-44219431

P
i

FACSIMILE TRANSMITTAL sunﬁz';r

;1‘0: FROM- r VA

Mz. Ron Raghumandan Ms. L. Willage-202-442-4721
Admin. Supflort Specialitt

COMEANY: DATE: i
Individual Development, Inc. 10/22/2007 | i | :

-PAX NUMBER: TOTAL NO, OF PAGES INGLUDING COVER;
202-518-9685 . ‘

PHONE NUMBER; SENDER'S REFERRENCE gi«ﬁmmxnk
202-518-0314 .

RE: YOUR REFERENCE Ng:n.m‘i Re
ENFORCEMENT o ;

T
fol
Ourcent Erorreview [ pLEASE COMMENT [ PLEASE ja.f; PLY O ¥LEASE RECYCLE

NOTES/COMMENTS:

FOR THE FOLLOWING FACILITIES:
1. 4515 Edson PINE '

—

3
9
>
&
=
S
&
&
S
,.(éz.
3
<

825 NORTH CAPITOL STREET NE, SUITE 2224, WASH:ZNEPTO}_:!, DC Zobd2




NOY-3-26@87 B7:58 FROM: T0: 2624429438 FP.2

o i _ . I : PRINTED: 10/22/2007
DEPARTIMENT OF HEALTH AND HUMAN SERVICES FORM APERCVED
CENTERS FOR MEDICARE & MEDICAID SERVICES i _ OMB NO. G938-0391

STATEMENT CF DEFICIENCIES {X1; PROVIDEFUSURPLIERICLIA X2} MULTIPLE CONSTRunim (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: M COMPLETED
A BUILDING L :
03G119 8. WiNG - ; 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADLRESS, “clT‘. STA&'E, ZIP CDDE

4515 EDSON PLACE NE'

IDI i
WASHINGTON, Dt; 20019 !
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDE(VS PLAN GF CORRECTION s

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIQN SHOULD BE COMPLETION
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TAG CROSS- n;FEHENCED TO THE APFROPRIATE DATE .
: |- |j DEFICIENCY :

W 242 | Continued From page 28 W 242 - dbnhnued. s -
ue page 2 WZ%; cont (}s

those clients who lack them, training in personal .
skills essential for privacy and independence f
(including, but not limited to, toilet training, |
personal hygiene, dental hygiene, self-feeding, .
bathing, dressing, grooming, and communication N
of basic needs), until it has been demonstrated Pl
that the client is developmentally incapable of . { -

acquiring them. ’ l

This STANDARD is not met as evidenced by:

Based on observation, staff interview and record

review, the facility falled to ensure that clients’

individual program plans (IPP) included training in

personal skills in both formal and informal setting

;‘fr ane of the four clients.in the sample. (Glient
3)

11307
or\qouw),

The findings include:

1. During the entrance conference with the - ‘
Qualified Mental Retardation Professional
(QMRP) on October 2, 2007 at 9:40 PM revealed
that Client #4 was admitted into the facility on
March 1, 2007.

On Octaber 2, 2007, the client was observed

wearing an adult protective under garments and W S dp
dependent on staff for toileting. Also on the \M\c\\au

moming of October 2, 2007, the staff was i Lm y Q
observed assisting the client with his Jacket, The YT _ p

staff confirmed that the client needs assistance @ & W\QP V‘H’\“_L QDY\M&QS rnond
with bathing, dressing and tolieting. ¥l \'f,_&\(\\‘f“-':) :

aeeted, |
Review of the client's habilitation record on ‘ L , )
October 4, 2007 revealed no documented i _ '
evidence of training programs in these domains. : : 1 .
Further review of the client's habilitation records T - '
failed to review that the client's personal care - % - !
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skills had been identified/assessed. [y

4 Qmep willdeiop o] roo\‘v\\ovushmci
2. Review of Client #3's medical record revealed | ?m(z)wd.w Qof Q/\WJ“

a dental consultation dated June 6, 2007. The ‘

consultation Indicated that the client had heavy L)
calculus deposits and poor oral hygiene. i, 3
Review of the IPP dated April 25, 2007 falled to ;'
identified a toothbrushing program. ‘ :
W 247 | 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN w247 \N2KT:

The individual program ptan must include
opportunitias for client choice and
self-management.

2 be et wo

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the facllity failed to ensure that each client
was provided an opportunity for clients choice for
two of the four clients in the facility. (Clients #3

and #5) LI
ru%nto |
The findings includes: § CQM\QP W I l\ me . s
1. The facility failed to ensure that Gllent #3 was (lﬂd M\V\W\O\ (‘lo M'M ‘SME l
p!'ovided' an opportunity to participate in selecting w\l\,\dh cgw on \W\po\kgm(_g H-M-O“)
his clothing. o?- ij {C& / dw 10N mﬁa,\s g om})m[ﬁ
On Qctober 2, 2007 at 3;45 PM, a pair of jeans b ’Aﬁi,:gﬂé/"éu o I
and shirt was observed on Client #3's pightstand. X SR T ' .
Interview with the direct care staff at 6:00 PM ; "Wea NVAG ' mmﬂ%h
indicated that the clothes were selected by the 4 QMW’K HW;{‘ M h/{’ BO
staff for the client to wear on the next day. FAVIAE OV futha
Review of cllent's IPP dated April 25, 2007 N\d PTOY mf-vm‘{ . .
revealed an objective which stated, “Fiva days a QINALKE. ot okl matialn
week, given hand over hand assistance, [the *h ' ® hes whfoh
client] will make a selection of what clothes to » D.H’\ht,&&‘.%a tid AYwine
wear dally in 80% of the trials presented for six Pmmo‘t:a, wmawdgal thoce.
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from 8:00 AM to 1;30 PM were observed and X S 1\
revealed the following: q OMEH bone Motaged WiW
e, oversigk and Aiecm
a) Upon the surveyors arrived to the home at 8:00 P ek od ‘o romole. o .
AM Client #4 was observed at the kitchen table WS NEs , P oF
prepaning to eat his breakfast. The client was eSS 4 pa.lsef n -
served his breakfast and did not participate in the K ‘ \ ol Fpod—s
meal time preparation or service. Although the W iex chima

client was independent in feeding himself, staff
used hand over hand assistance to encourage
him fo complete his meal. :

b) At appoximately 8:30, after complating his
breakfast, the client was taken to his bedroom
where he remained until lunchtime, The client
was periedically observed In his bedroom lying an
his bed without any without -
construciive/habilitative activities.

¢) At approximately 12:00 PM, the cllent was
escorted in his wheelchair to the living room and
positioned in front of the television,

d) During lunch, at appraoximately 12:30 PM,
Client #4 was observed exhibiting face stapping
behaviors. The direct care staff intervened by
stating “"Oh, no we won't have that". The cllent
ceased the behavior momentarily. The staff did
provide any further redirection/intervention.
According to the Client's current Behavior Support
Plan, reviewed on October 3, 2007, required the
staff to ask the cllent to stop. If the client did not
stop, the sizaff was required to move the client's
hand down from his face and continue with
proactive strategies.

e) After lunch, at approximately 1:30 PM, direct
care staff took the client on a van ride.

ot
" ound
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2. Interview with staff on October 2, 2007
revealed that Client #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was ebserved

wearing an adult protective under garments and
dependent on staff for toileting. Aiso on the
marning of October 2, 2007, the stalf was
observed assisting the client with his jacket. The
staff confirmed that the client needs assistance
with bathing, dressing and toileting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of training programs in these domains.
Further review of the cllent's habilitation records
failed to review that the client's personal care
skills had baen identified/assessed.

3. Review of Client #4's 1PP revealed that
recommended training programs were not
consistently implemented as evidenced below:

Review of the Client #4's IPP revealed

objectives to enhance sensary awareness, to
improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encourage, the clientto
participate in any of the aforementioned program
objectives as evidenced below:

a) Three times per week, the client will
feel/manipulate items in his feel box for three
minutes with hand over hand assistance for six
consecutive manths by 10/07.

Interview with the Qualified Mental Retardatian
Professional (QMRP) on Octaber 4, 2007

i
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revealed that there was no box available with
such items. Review of the data, however,
revealed that the program was being
implemented and that the client had acheived the
required objective, since April.

The facility QMRP cauld not explain how the
program was being implemented without the box.

b) [The client] will dance with staif for three
minutes two times per day 100% accuracy for six
moaonths. .

Although the data callection refect that this
program had been implemented in the past, there
was no evidence that the program had been
implermented during the survey period,
Additionally, the data collected did not measure
the progress of the abjective. [Also See W252)

d) [The client] will ambulate one trip around the
interior of the home twa times a day with
moderate physical assistance of one person at
100% accuracy for six months",

Although the October 2007 data callection
refected that this program was being
implemented ane time a day, this pragram was
not observed during the survey period.

2. The facility failed to implement Client #3's
program objectives.

a) Interview with the QVIRP on Octeber 2, 2007 at
9:40 AM indicated the Client #3 was admitted to
the facllity on March 26, 2007.

During evening observation on Qctober 2, 2007
fram 3:45 through 6:56 PM, Client #3 was not

i
i
o
1
{
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engaged in any formal or informal active
treatment programs.

At 3:30 PM, the client arrived home from his day
program and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom. He was
observed to lie in bed until 6:55 PM. The client
was observed 10 need total assistance in
transferring from his wheslchair to and from bed.

At 6:55 PM, the client was propelled into the living
room-and positioned in front of the televislon,
where he remained until he received his G-tub
feeding at 8:00 PM. There was no observation
that the staff presented the client with a choice of
leisure time activities or engaged the client in any
other activty” )

b) Revlew of Client #3's |PP dated April 25, 2007

tevealed an abjective that the client will sit on the

edge aof the bed for two minutes three times a day
without assistance for three manths.

There was no observations of the client
participating in this activity. According to the data
sheets since June 2007 the direct care siaff were
documenting only twice a day.

c) Review of Client#3's |PP dated April 25, 2007
revealed an objective that the client will tolerate
stretching to his lower extremities. dally for two
minutes each stratch for six months.

There was no observations of the client
participating in this activity. Accarding to the data
sheets since June 2007 the direct care staff were
not documenting the number of minutes, -

d) Review of client's IPP dated April 25, 2007
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| daily living skills, To accomplish this goal, the

W 250 |

Continued From page 35

revealed an objective which stated, "Five days a
week, given hand over hand assistance, [the
client) will make a selection of what clothes to
wear daily in 80% of the trials presented for six
consecutive maonths by Aprit 2008."

On October 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Client #3's nightstand.
Interview with the direct care staff at 6:00 PM
indicated that the clothes were selected by the
staff for theclient to wear on the next day. There
was na evidence that the facility encourage the
client to participate in this task,

3. During the evening meal observation on
October 2, 2007, Client #1 ate her meal with
minimal to no assistance from staff. Upon the
completion of the meal, the staff who was
assisting the client with her meal, passed the dish
and eating utensils to another staff person who
was located in the Kitchen. Review of the clients
IPP objective on October 4, 2007, revealed that
the client had a goal to increase her activities of

client was required ". . , after dinner meal, given
physical assistance, [Cllent Name) will remove
her plate to the kitchen on 100% of the trials
presented for six consecutive months,” On
October 2, 2007, Client #1 was not afforded an
opportunity to participate in this IPP goal.
483.440(d)(2) PROGRAM IMPLEMENTATION

The facility must develap an active treatment
schadule that outlines the current active treatment

program and that is readily available for review by
relevant staff,

W 249

W 250

WzsC
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© | This STANDARD is hot met as evidenced by: Wzso ;1 ! CDNhl\ e
Based on abservation, staff interview and recard ; l
review, the facility failed to develop an active ' E 1\ e me¥
reatment schedule that outlines current active _\—M SWJ a‘d w
| treatment program when clients are home from 0% @\MADQA b(& 3
the day program for one of the four clients in the
sample. {Client#4) " &
\ covide [adAinon
The finding includes: L @YY\W W(' P

.| preparing to eat his breakfast. The client was

| him to complete his meal.

Upon the surveyors arrived to the home at 8:00
AM, Client #4 was obsetrved at the kitchen table

served his breakfast and did not participate in the
meal time preparation or service. Although the
client was independenf{in feeding himself, staff
used hand over hand assistance to encourage

At approximately 8:30, after completing his
breakfast, the client was taken to his bedroom
where he remained until lunchtime. The client
was periodically observed in his bedroom lying on
his bed without any without
constructive/hahilitation activities.

At approximately 12:00 PM, the client was
escorted in his wheelchalr to the living room and
positioned in frant of the television,

At 12:30 During lunch, at approximately 12:30
PM, Client #4 was observed exhibiting face
slapping behaviors. The direct care staff
intervened by stating "Oh, no we won't have that".
The client ceased the behavior momentadly. The
staff did provide any further
redirectionfintervention. According to the Client's
current Behavior Support Plan, reviewed on
October 3, 2007, required the staff to ask the
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client to stop. If the client did not stop, the staff 2l
was required to move the client's hand down from

his face and continue with proactive strategies.

After lunch, at approximately 1:30 PM, direct care
staff took the client on a van ride. |

interview with the direct care staff and review of
the habilitation record revealed that the client had
no aclivity schedule for that day, and no record of :
an alterative activity schedule. 5 ‘

W 252 | 483 440(e)(1) PROGRAM DOCUMENTATION W 252 |

Data relative to accomplishment of the criteria _
specified in client individual program plan ' E
objectives must be documented in measurable :
t‘e_rms, e !

This STANDARD is not met as evidenced by; Thwa MM WM.‘MMM
Based on observation, staff interview and record - Lol

| verification, the facility failed to collected data that Q/W&W(x i Wo
was reflective of actual client's perfarmance for

two of the five clients included in the facility, :

(Clients #2, and #4)

The findings include:

1. Observation at the group home on Oﬁober 2, A@W\w W\u— ‘Pim\ﬂ.dﬂ’ O\ddd’wvmj ” '7"):07

2007, at appraximately 7:20 PM, revealed staff Al ratiin eeded to  |on mn(j :
getting Client #2 out of her wheelchair and M )(T(M WN'XO‘S A . q !
repositioning the client on a couch located in the NN “\’WUV ok 1S

foyer of the building,

OLUUALYE. | nd he,Hede
On Dctaber 3, 2007, Client #2's repositioning log g bid
was review and it was determined that the staff ‘H’W/ &wlﬂl\ \Y\d\ y ldkL

failed to document that the client had been R
repasitioned on the previous day. The oversight per (OY'W\;(?‘“UQ’ !
. |
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those clients who lack them, training in personal P
skills essential for privacy and independence L
(including, but not limited Lo, toilet training, :
personal hygiene, dental hygiene, self-feeding,
bathing, dressing. grooming, and communication :
of basic needs), until it has been demonstrated |
that the client is developmentally incapable of
acquiring them ,
i . [
This STANDARD is not met as evidenced by: This Stidand ustl|eemex o
Based on observation, staff interview and record Q/V':JJ-NVU-&/ \Mﬁ‘z
review, the facility failed to ensure that clients’ o \ 'c\(b o - :
individual program plans (IPP) included training in Mef  will pvout o ,
personal skills in both formal and infarmal setting 4 0 ﬁLN %Pvgs reed CA [ﬁlro “‘ 13 '07
far one of the four clients.in the sample. (Client VDQ) = s onqomﬂ)
envinie nd wctace |
o e IO -
The findings include: R :
. - o amep wil document b
1. During the entrance canference with the - T aremple made Yow :
Qualified Mental Retardation Professional AR NUIOREY,
(OMRP) an October 2, 2007 at 9:40 PM revealed - RN, 0%

that Client #4 was admitted into the facility on
March 1, 2007.

On October 2, 2007, the client was abserved
wearing an aduit protective under garments and
depandent on staff for toileting. Also on the
moming of October 2, 2007, the staff was
observed assisting the client with his jacket. The
staff confirmed that the client needs assistance
with bathing, dressing and toileting.

Review of the client's habilitation recard on
Octaber 4, 2007 revealed no documented
evidence of training programs in these domains.
Further review of the client's habilitation records
failed to reviaw that the client's personal care
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i skills had been identified/assessed. vir |4 @
¢ QMR will denelop o rwk\\\oms\mna
2. Review of Client #3's medical record revealed | ‘)(o%wam Qof C/\KZNF # >, :
3 dental consultation dated June 6, 2007, The -l
consultation indicated that the client had heavy i
calculus deposits and poar oral hygiene.
Review of the IPP dated April 26, 2007 failed to :
identified a toothbrushing program. :
W 247 | 483.440(c)(B)(vi) INDIVIDUAL PROGRAM PLAN w247 \N2U7
The individual program plan must include ;
opportunitizs for client choice and iy
self-management. A 2 e et wo
This STANDARD is not met as evidenced by: 6 :
Based on observation, staff interview, and record i e
review, the facility failed to ensure that each client L
was provided an opportunity for clients choice for ) [ SO - :
two of the four clients in the facility. (Clients #3 ' S M .
and #5) - CE :h i
- L pponfinul t’ :
 The findings includes: § AMRP will tm plemery \eb
1. The facility failed to ensure that Glient #3 was O)I\d “‘TD.\ MV\O\ Qor d\ tahe "SH\(E:
pfovided_ an opportunity to, participate in selecting \Jk)\l\/\dﬂ 5 Cm on \Y\,\p(s\ka,v\w \ "N'm
his clothing. hotte / decasion making | owpwy
OP-M ’l | = o *. '
On October 2, 2007 at 3:45 PM, a pair of jeans = ownd seie . W“W'@‘ ¢
and shirt was observed on Client #3's nightstand. = T woT \' o
Interview with the direct care staff at 6:00 PM .. - 3 ‘MWIF"
indicated that the clothes were selected by the A QMWI HDW N\N\O%Oal( wil
staff for the client to wear on the next day. OJ(ld V'@\hdﬂ overy W o fthal
Review of client's IPP dated April 25, 2007 P ol ' o .
revealed an objective which stated, "Five days a M ' monvkadn
week, given hand over hand assistance, [the MM ® l hes wohich
client) will make a selection of what clothes to _, O,HWHL&,&‘:} ﬂ/V\A alruine
wear daily in 80% of the trials presanted for six mem*ri:,:i AWK thorce
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from 8:00 AM to 1:30 PM were observed and
revealed the following: . Qmwﬂome, W\DJ\W wilh

hand down from his face and confinue with
proactive strategies.

- . oroude. oversiyick and diem
a) Upon the surveyors arrived to the hame at 8:00 e o
W&d to - promo

AM Client #4 was observed at the kitchen table S N
preparing to eat his breakfast. The client was wmm‘my pa{LeJN\ ©
served his breakfast and did not participate in the O‘-VA Suppo s
meal time preparation or service. Although the \n wmm
client was independent in feeding himself, staff
used hand over hand assistance {o encourage Qﬂf WM W
hirm to complete his meal.
b) At appoximately 8:30, after cornpleting his & QWWP will v O.D.Q. pmamm '
breakfast, the client was taken to his bedroom 0‘0 U’Wﬂs Aol en 4%0-1‘ :
where he remained until lunchtime. The client .Y* ; O\
\;‘vasbpznodmally observed In his bedroam lylng on \“kymhmr\g LN c 14:20:07

is bed without any without iy A y
constructive/habilitative activities. do<m€”\)@”&“ >3 ongom(q

voay © '

¢) At approximately 12:00 PM, the client was PWDQ‘ A nuaniey” .
escorted in his wheelchalr to the fiving room and 1o oukfirtient '
positioned in front of the television. (W A MWAM 4D
d) During lunch, at approximately 12:30 PM, f;\. oYt l&h\m&n(_' !
Client #4 was observed exhibiting face slapping ’ ’UPP
behaviors. The direct care staff intervened by :
stating "Oh, no we won't have that’. The client :
ceased the behavior mamentarily. The staff did I
provide any further redirection/intervention. i
According to the Client's current Behavior Support !
Plan, reviewed on QOctober 3, 2007, required the :
staff to ask the client to stop. If the client did not :
stop, the staff was required to move the client's i

e) After lunch, at approximately 1:30 PM, direct : - ;
care staff took the client on a van ride. : I ) ,
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5 Interview with staff on October 2,2007

wearing an aduit protective under garments and

 observed assisting the client with his jacket. The

revealed that Client #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was observed

dependent on staff far toileting. Also on the
morning of October 2, 2007, the staff was

staff confirmed that the client needs assistance
with bathing. dressing and toileting.

Review of the client's habilitation record on
Octoher 4, 2007 revealed no documented
evidence of training programs in these domains.
Further review of the ellent's habilitation records
failed to review that the client's personal care
skills had been identified/assessed.

3. Review of Client #4's |PP revealed that
recommended training programs were not
consistently implemented as evidenced below.

Raview of the Client #4's IPP revealed

objectives to enhance sensory awareness, to
improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encourage, the client to
participate in any of the afarementioned program
objectives as evidenced below.

a) Three times per week, the client will
feel/imanipulate items in his feel box for three
minutes with hand over hand assistance for six
consecutive manths by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRP) on Qctaber 4, 2007

1
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revealed that there was no hox available with
such items. Review af the data, however,

revealed that the pragram was being
implemented and that the client had acheived the
required objective, since April.

The facility QMRP could not explain how the
pragram was being implemented without the box.

b) [The client] will dance with staff for three ‘
minutes two times per day 100% accuracy for six
months.

Although the data callection refect that this : 5
program had been implemented in the past, there :
was no evidence that the program had been

Implemented during the survey petriod.
Additionally, the data collected did not measure g
the progress of thé objective. [Also See W252] ;

d) [The client} will ambulate one trip around the ; ' !
interior of the home two times a day with
moderate physical assistance of one person at
100% accuracy for six months”, ‘

Although the October 2007 data collection
refected that this program was being
implemented one time a day, this program was
not ohserved during the survey period. i

2. The facility failed to implement Client #3's
program objectives.

a) Interview with the QVIRP on October 2, 2007 at |
9:40 AM Indicated the Cllent #3 was admilted to o
the facility on March 26, 2007. s

During evening observation on_Qctober 2, 2007
from 3:45 through 6:55 PM, Client #3 was not

FQRM CMS-2587(02-88) Previous Versions Obsolate Evant ID;: DWO411 Facliity 10: 08G119 [
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engaged in any formal or informal active WZ Hq

treatment programs. I
At 3:30 PM, the client arrived home from his day

program and shorlly thereafter, at approximatefy :
3:45 PM, was taken to his bedroom, He was f
observed to lie in bed until 6:55 PM. The client
was observed to need total assistance in
transferring from his wheelchair te and from bed.

At 6:55 PM, the client was propelled into the living :
room and positioned in front of the television, :
where he remained until he received his G-tub [
feeding at 8:00 PM. There was no observation _
that the staff presented the client with a cholce of i
leisure time activities or engaged the client in any i
other activty: - : LT )

b) Review of Client #3's IPP dated April 25, 2007 |
revealed an objective that the cllent will sit on the
edge of the bed for two minutes three times a day , !
without assistance for three months.

Thera was no observations of the client i
participating in this activity. According to the data !
sheets since June 2007 the direct care staff were
documenting only twice a day.,

c) Review of Client #3's IPP dated April 25, 2007
revealed an objective that the client will tolerate
stretching to his lower extremities dally for two
minutes each stretch far six months.

There was no observations of the client : )
participating in this activity. According to the data 1
sheets since June 2007 the direct care staff were :
not documenting the number of minutes. -

d) Review of client's IPP dated April 25, 2007
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revealed an objective which stated, "Five days a
week, given hand over hand assistance, (the
client} will make a selection of what clothes to
wear daily in 80% of the trials presented for six
consecutive months by April 2008."

On October 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Client #3's nightstand. 1_
Interview with the direct care staff at 6:00 PM L
indicated that the clothes were selected by the . i
staff for theclient to wear on the next day. There :;
was no evidence that the facility encourage the ﬁ
client to participate in this task. :

3. During the evening meal observation on <
October 2, 2007, Client #1 ate her meal with . ;
minimal to no assistance from staff. Upon the
completion of the maal, the staff who was
assisting the client with her meal, passed the dish
and eating utensils to another staff person wha
was located in the kitchen. Review of the clients ;
IPP objective an Qctober 4, 2007, revealed that :
the client had a goal to increase her activities of
daily living skills, To accomplish this geal, the b
client was required ". . , after dinner meal, given i
physical assistance, [Client Name)] will remove :
her plate to the kitchen on 100% of the trials f .
presented for six consecutive months." On ? !
October 2, 2007, Client #1 was not afforded an '
oppartunity to participate in this IPP goal.
W 250 | 483.440(d)(2) PROGRAM IMPLEMENTATION W 250 Wz,g‘d

The facility must develop an active treatment .
schedule that outlines the current active trestrment :

program and that is readily available for review by ?
relevant staff.
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-~ | This STANDARD is not met as evidenced by: 2- : ?' ' “
Based on observation, staff interview and record
review, the facility failed to develop an active W bhe meX
treatment schedule that outlines current active _W\m '&\andom& will b
treatment program when clients are home from QS &)\MV\DQC\ b(& r
the day program for one of the four clients in the ,
sample. (Client #4) "
- aamep will provide aditional
The finding includes: : BL‘X QD
Upon the surveyors arrived to the home at 8:00 Ha W\W\ 2 heeq dMgz\\Zeé)
AM, Client #4 was observed at the kitchen table o S Coon oW ¢
| preparing to eat his breakfast. The client was M@% ) \oaahm o)
served his breakfast and did not.participate in the = ' - deUJﬁQS
meal time preparation or service, Although the @\Q}xw, \M‘(‘Wﬂem = ,
client was independentin feeding himself, staff wedh &S umip lementaiion
used hand over hand assistance to encourage S ki
him to complete his meal. ot MM-S p 1L:20:07
At approximately 8:30, after completing his i T an D“Q‘)mg
breakfast, the client was taken to his bedroom aé @mmP v{m | mod ch

where he remained until lunchtime. The client
was periodically observed in his bedroom lying on
his bed without any without
constructive/habilitation activities.

At approximately 12:00 PM, the client was
escorted in his wheelchair to the living room and
positioned in front of the television,

At 12:30 During lunch, at approximately 12:30
PM, Client #4 was observed exhibiting face
slapping behaviors. The direct care staff
intervenad by stating "Oh, no we wan't have that",
The client ceased the behavior momentadly, The
staff did pravide any further
redirection/intervention. According to the Client's
current Behavior Support Plan, reviewed on
October 3, 2007, required the staff to ask the
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client to stop. If the client did not stop, the staff
was required to move the client's hand down from
his face and continue with proactive strategies.

After lunch, at approximately 1:30 PM, direct care
staff took the client on a van ride. '

Interview with the direct care staff and review of

the habilitation record revealed that the client had
na activity sehedule for that day, and no record of :
an alterative activity schedule, i :

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 252

Data relative to accomplishment of the criteria
specified in client individual pragram plan
objectives must be documented in measurable
terms.

i
PR
o
[

i
i

This STANDARD is not met as evidenced by: M MM& WUQQ,MYWM

Based on observation, staff interview and record

verification, the facility failed to collected data that QM&JMMM b\ro
| -

was reflective of actual client's performance for
two of the flve clients included in the facility. 1
(Clients #2, and #4) S
S

The findings include:

a :
1. Observation at the group home on October 2, #QWMP W\l-j“ivm\“d@ O\CMVLQ L 20:07

2007, at approximately 7:20 PM, revealed staff YNV - eeded o longong |
getting Client #2 out of her wheelchalr and '\'TQ}\V\W\ 05 qu (j 1

repositioning the client on a couch located in the ansune ‘-W\(UF oka l‘S
foyer of the building. ;

attunae and neteds
On Octaber 3, 2007, Client #2's repositioning log ;

Pl i
was review and it was determined that the staff ‘H‘W &WM \hdl jW(A’Q

failed to document that the client had been A R
repasitioned on the previous day. The oversight p-e,vCrOY'W\ (}:J\C)e,

i
|F continuation shest Page 38 of 59,
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was brought 1o the attention of the Qualified
Mental Retardation Professional (QMRP) who
ackhowledged the documentation erraor.

2. During lunch, at approximately 12:30 PM, |
Client #4 was observed exhibiting face slapping
behaviors, The direct care staff intervened by
stating "Oh, nc we won't have that". The client
ceased the behavior momentarily. The staff did
provide any further redirection/intervention.
According ta the Client's current Behavior Support
Plan, reviewed on October 3, 2007, required the -
staff to ask the client to stop. If the client did not
stop, the staff was required to move the client's
hand down from his face and confinue with
proactive strategies. .
On October 3, 2007, Client #4's data collection
was review and it was determined that the staff
falled to document that the client had exhibited
face slapping on the previous day (10/2/07).

3. [Also see W196]

483.440(7)(2) PROGRAM MONITORING &
CHANGE

At least annually, the individual program plan
must be revised, as appropriate, repeating the
process set farth in paragraph (c) of this section.

This STANDARD is not met as evidenced by:;
Based on review of clients individual program
plans (IPPs), the interdisciplinary team (IDT)
failed to make revislons or to justify the repetition
of the objectives from the previous year, for two

of the four clients included in the sample. (Clients
#1 and #4) .

W 252

W 260
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The findings include: / W%O ;
1. Client#1's assessments, IPPs and 4 &J)’N’AM‘ T hos
documentation were reviewed on October 3, : ”;SP bEU\ ‘ct\?&'
2007. The IFPs identified in the client individual _ o _ . \]\d;(gQ
. ik T inoi
support plan (ISP) dated September 28, 2006 & Omep }:-W‘ “__ ddglc;‘iﬂm an
were continued from the previous ISP. Interview progress o0 e ViendS o
with the QMRP and the Residential Director \nterdisaphinary HaAm ve tear) ,
acknowledged the following: & 0P Ill\) m PN ol mgyu_m | 7
. ; 12007 .
a) The client's ISP had expired; DMMME}_S W\odk@»&/ oR (]Ol- .
b) The records failed to have current on MM ‘e v nq

assessments

¢) The client program was continued from the % : ;
previous year without justification. : \[ %“D "
- ° ‘ N

2

[

. . o g QM iy
2. During the entrance conference with the : !
Qualified Mental Retardation Professional QMV%5 expired TPPS
(@MRP) on October 2, 2007 at 9:40 PM revealed Q.96 ZHIY)
that Client #4 was admitted into the facility on -
March 1, 2007, Client #4's assessments, IPPs
and documentation were reviewed on October 3,
2007. The IPPs identified in the client individual i
suppaort plan (ISP) dated September 28, 20086 by ’
were continued from the previous ISP, N :

" -

The written IPPs reflected that these program

criterions and objectives were not revised. There
was no documentation of interdisciplinary team - =
review to justify continuation of the objectives i
during the March 2007 30 day admission P
meeting, L

3. The facility failed to review and revise Client i
#1's programs annually as evidenced by the e : '
. following; - - o ' '

{
N

: 1
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Review of Client #1's program records on
Octaber 3, 2007 revealed that her last Individual i
Support Plan (1ISP) meeting was held on August
| 1,2006, Intesview with the QMRP on the same i \
day revealed that the client's ISP meeting was to
held on Qctober 5, 2007 due to a decision made
the Judge. Review of Client #1's program
objectives and assessments revealed that thay
were all outdated and that the IPP programs and 5
objectives had not been revised.

W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING & W 263 &
CHANGE més ;

The committee should insure that these programs ; '
are conducted only with the written informed - : '
consent of the client, parents (if the client is a L

minar) or legal guardian. d o ' 1 ' 'l

i \ '
This STANDARD is not met as evidenced by: T hm S&m ‘ w‘(lb bbe mot f
e -

Based on ohservation, interview and record

review the facility failed to ensure program which OA »Q/V\,&R/V\AM b’%’ /

iIncarporate restrictive techniques and use of

behavior madification were conducted only with AN ‘ ’ .

written informed consent of the client, or legal ] Qmed u)H)t O‘DM\“ V:) “ug\ ce “'QO’W A

guardian for one of the four clients in the the Miormedt Conseny  tor w mgom

sample.  (Client #4) . an qt (DEJ/\BULOV' ﬂ ‘
oF ient 4 3

The finding includes: : .suppov}' ;_jp\(lh . |

There was no evidence of written informed 4 fso, refgronce, response howi2y ;

consent for tha use of Client #4's Behavior ;

Support Plan prior to the implementation of which pIn Q\ﬂ:\mﬁl amep will m&kLSUJ'Q_‘-

Included restrictive measures. [See W124] ‘{;ha:l-’ wﬂ \\ev\ tonsent 1S pres

W 322 483.480(3)(3) PHYSICIAN SERVICES W 322 '

pn}‘m— ‘o \MPWM«\'WY v

The facility must provide or obtain preventive and
general medical care.
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This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failed to ensure general
and preventive care for two of the four clients in
the sample. (Clients #3)

The findings include:

1. Interview with the Qualified Mental Retardation
Professional (QMRP) on October 2, 2007 at 9:40
AM indicated that Client #3 was admitted to the
facility on March 26, 2007. Review of the client's
30 day meeting review revealed a Physical
Therapy assessment dated April 24, 2007. The
assessment recommended:

- knee brace to increase his extension range of
motion, and

- an evaluation af the spasticity clinic for Botox
injections to facilitate iImproving his knee
extension,

Interview with the QMRP on October 3, 2007 at
approximately 12:30 PM, revealed that the an
appointment had not been scheduled for the knee
brace or an evaluation at the spasticity clinic,

2. The facility failed to ensure welght loss was
reported to the Physician timely and monitored
by a dietician as evidenced below:

“Since March 2007, Client #1 has lost 13 pounds,
which is over 10% of her bady weight. There was
no evidence that Client #1 ' intake is being
tlosely monitored and recorded or that there was
follow-up to her incomplete study/pelvic -
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sonogram, which took place on June 29. 2007. "
Client #1 was a 60 year old female with diagnosis _
of cerebral palsy, seizurs disorder, N
hyperchalesteremia, profound mental retardation, ol -
Reynaud ‘ s disease, malignant melanoma with 4 RM W \“r LOYd.LLd' Cddlh‘?f\&i

‘| September 2006 - 105

October 2006 - 107
| November 2006 - 105
December 2006 - 106

| October 2007 - 92

last toe of right leg amputated. Her diet arder
was [ow fat/cholesterol, chopped with added fiber,
ground hot dogs and turkey bacon. According to
a nutritional assessment dated August 31, 2006,
Client #1 had an ideal body weight (iBW) of 85 -
110 pounds. Review of the client ' s weight charts
revealed the following:

(All weights were recorded in pounds)

January 2006 - 106,
Febrary 2006 - 106

March 2006 - 108
April 2006 - 106
May 200 - 106
June2006 ~ 107
July 2006 - 110
August 2006- 105

January 2007 - 106,
Febrary 2007 - 106

March 2007 - 106
April 2007 - 97

May 2007 - 93
June2007 - 94
July 2007 - 93.3

August 2007- 83
September 2007 - 92,7
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Review of the above weight chart reveals that

Client #1 had a significant decrease in weight of 9
Ibs in one month from March 2007, to April 2007.
Since that tima there has been a conlinued
gradual decrease in Client #1 ' weight. A total of

13 Ibs was documented from March 2007 to
October 2007

Interview with the RN on Qctober 18, 2007
revealed that the facility nurse is required to
obtain monthly weight and report § |b increases or
decreases in weight to the Prtimary Care
Physician and/or the Digtician. Ms Relera verified
that the record lacked evidence that the nurse
reported the April 7, 2007 8 1b weight loss to the
medical or dietary staff, According to the recdrd
and the RN, the PCP was not made aware of
Client#1* weight loss until May 2, 2007; (neary
one month later). Prior to the weight loss, Clisnt
#1 complained of abdominal pain, On March 21,
2007, she was evaluated hy a gastroenterologist
to rule out a possible upper quadrant mass, A
mass was not palpable on examination; however
the Gl specialist recommended an ultrasound of
the abdomen. The Sonogram was campleted an
April 2, 2007. The test was described as
suboptimal, however was noted to be * grossly
unremarkable. " She continued to be followed by
the Gl speciallst, and on June 11, 2007 the
specialist recommended that a CT scun of the
abdomen be completed, The study was
<ompleted on Jun 11, 2007. There was no
evidence of obstruction nated; however the
radiologist recommended that a pelvic sonogram
be performed for further evaluation. The Pelvic
sonogram was completed op June 29, 2007, and
revealed " no significant findings. " Upon his
notification of the weight loss on May 2, 2007, the
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PCP ordered a chest x-ray (posterior and lateral
views). The study was completed on May 7, 2007
and was found to be narmal.

Interview with the facility's Residential Director, on \N3&22Z.
October 4, 2007 revealed that the facility had a _ i
very reliable dietician [Dietician #1], who ' i
discontinued her services with the provider. The

provider contracted with [Dietician #2] to provide I (! eontr

nutritional oversight for the clients. Ms. Branch a Nubr I;\’)PMI_SF Wwi H lnwe 111%0‘] _
indicated that " we are finding out that Dietician | - o MOVl itor WaQM DV\Q)O\
#2was not providing the nutritional oversight as M1 4w vt n‘f
we thought she was. * The Residential Director 9‘““ {

stated that they are no longer using Digtician #2's y docu wenirch vn
services and that Dietician #1 was the facility ' s OJI\CV w as “ i -~ fd-'
dietician. On October 19, 2007, the investigator to veffecx Wntevvenhms | .
requested the contracts for both Dietician #1 and E

Dietician #2. The residential Directar was sure ‘oen .

that there was a contract for Dietician #1 but was
not sure if there was a contract with Dietician ¥2,

Dietician #1 was in the facility on Oclober 2, . '
2007. In an interview on October 3, 2007, \
Dietician #1 indicated that she had taken a year |
off and was not aware that the facility was without ‘
a reliable dietician in her absence, Dietician #1 i
reviewed the client ' s record and documented
quarterly reviews for the months missing in the
record.

Interview with the day program staff on Oclober 2,
2007, revealed that the client Is a picky eater and :
that some days she eats better than others. The 5
staff did not know if whether the days the client ;
. did not eat well were due to the client not liking ‘
the food being served. The nurse at the day E
program on the same day revealed that she did | f
lock at the clients weights monthly, however did | t
not see a need in moritoring the client ' s intake : i
since she was within her ideal bedy weight range.
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Review of tHe physician ' s orders reflected that ; 3 '
the client * s weight should be weighed monthly, ¥4 andahoﬂs (‘:DY' Labo
Observations at the day program and the facility NN o d
throughout the investigation revealed that Client Wolt. Iw‘ W be complete n
#1 ate 100% of the meals observed, 0 twmely manner as
Although the nurses documented the client's Ow
weights monthly as ordered, the nurse 2 (‘ |
discovering the weight loss on April 7, 2007 did et w2 's Epllow -t
not infermed the nutritionist or the physician, The q c‘“%f wZ = u.P léf' .
physician was not informed of the client * s weight VISt w e e nueoleg M 0‘17
concerns until May 2, 2007. There was ho \ew aia wmonkh . | L -0.
evidencad that the facility employed a dietitian to U)\'Y\#D i d 0 ]
provide consistent nutritional oversight to Client i AT ordere 1 ’
#1 from August 2006 ta October 1, 2007. . N&%OQ‘” .6 . /(
. : o ‘ét Pmev\o\aalbﬁo
3. The facility failed to implement D ‘\Om ! 2 :
recommendations made by Cllent #2's . \ evals ve -\-p)CM Cb ‘
Neuralogist regarding obtaining monthly Dilantin b | :
and Phenobarbital levels as evidencad by the ™ V‘W\‘S' ! '
fallowing:. ' L : j
' a RO will W‘J“', we YO _
Review of Client #2's neuralogy consultations 00 NALLCE rowh ¥
revealed that she was seen on August 2, 2007, VA reviens o '
The Neurologist recommended abtaining monthty VL '
Dilantin and Phenobarbital lavels, alang with ather NS0 ek \A\OS 1 ’
laboratory studies. The client was to refurn to his ‘ R as U\MﬁA ’
office with alt lab results in two manths. The e Qv

Primary Care Physician (PCP) concurred with the ¥
Neurologists ' recommendation and ordered the
test on August 2, 2007, The test were completed
and resulted in the fallowing:

' September 18, 2007 - Dilantin 7.3?
Neormal Value - 10 - 20
Phenobarbital 17
16-40 L. . ,
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October 1, 2007 -  Dilantin 16.2 W 322 D
Phenocbarbital 20 b
Review of the laboratory reporis ravealed that the v
test (Phenobarbital and Dilantin) were completed ] i
aver 30 day after the order. [nterview with the : '
facility ' s nurse on Qctober 4, 2007 confirmed the N
untimely taboratory studies, i [ |
X 1 <! "
O
4. The facility failed to address Client #5's 8.5 4 Lhent S\, waght vemains I
pounds weight loss as evidenced below: chhbole.: ‘\mgo{nf,
According to & nutritional assessment dated ' \
August 31, 2006, Client #5 had an ideal body a-thyrovd iﬁmchm st '
weight (IBW) of 93 + 122 pounds, Review of the nega,hv;& O+ 134077,
client' s weight charts revealed the following; X L . -f ;
) @ \0.22:07 CT S‘LC:QU‘?& :
(All weights were recorded in pounds) L and L .
January 2006 - 104, : odode ree P
Febrary 2006 - 104 completed.
March 2006 - 106 . L |
il - . ot ' -
cprizine - 1000 a Nubrinomiss Wil conhue
June2008 - 111.05 monitor. weight and mojy,
Joly 2006 - 113 P 05 bedd
August 2006- 115 R .
September 2006 - 116 M L |
i October 2006 - 113 @ Nuweina ' . '
- November 2006- 112 it Yol will eonsup ,
December 2006 - 113 im. o
primary cae PWwysician,
January 2007 - 121, S needed,
Febrary 2007 - 120 P
March 2007 - 120 L
April 2007 - 115 i
May 2007 - 112 , s
, June2007 - 113 P . i
July 207 - 113 . : - 3 - | |- ,
August 2007- 111.56 . . SEL '
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September 2007 - 1119
October 2007 - 112

Review of the above weight chart reveals that
although Client #5 had an 8.5 Ibs decrease in
weight from March 2007, ta August 2007 she
remains well within her ideal body weight The
record failed to show evidence that the elient's
nutritional status had been consistently monitored
by a dietician quartedy as required.

As indicated abave, the facility ' s Residential
Director acknowledged that the there was a laps
in hutrtional monitoring at the facility, A new
dieticlan has been hired at this time. The new
Dietician has reviewed all of the clients ' records
and has made an assessment of each client ' s
current nutritional status,

The lack of nutritional oversight was
acknowledged by the Residential Director,
however at the time of the survey/ investigation,

; the provider had hired a new dietician who was at
i the facility on October 2, 2007 conducting

: assessiments and chart reviews of the clients in
the facility.

W 325 482.460(a)(3)(iii) PHYSICIAN SERVICES

The facility must provide or ebtain annuaj physical
examinations of each client that at 2 mintmum
includes routine screening laboratory
examinalions as determined necessary by the
physician.

This STANDARD is not met as evidenced by:
Based on observations, staff interview and record
verification, the facility failed to provide routine’
laboratory festing as determined necessary by the

W 322 x

w325 W226

Tha Skundad

Wil be. met f
/ w‘lg'o—’ '
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Continued From page 48

physician for one of the five clients included in the
sample. (Client #2)

The finding includes:;

Review of Client #2's Neurology consultations on
October 3, 2007 at approximately 12:50 PM
revealed that she was seen on August 2, 2007.
The Neurologist recommended obtaining monthly
Dilantin and Phenobarbital levels, Complete
Metabolic panels, and Complete blood count with
differentials twice per year. The client was to
return to his office with all lab results i two
manths. A physician order reflecting the
recommendations was noted in the record. :
Review of the laboratory reparts revealed that the
aforementioned labs ber completed July 8, 2007,
however the record lacked evidence that a
Phenobarbital and Dilantin level was obtained in
August 2007, Interview with the facility * s nuree
an October 4, 2007 revealed that blood levels
should have been drawn in August as ordered. It
should be noted that the Phenobarbital and
Dilantin levels were obtained in September 18,
2007, and reflected that the Dilantin level was
7.37 (Normal Value 10 - 20) and the
Phenacbarbital level was 17 (normal value 15-40)
The levels were drawn again in October 1, 2007.
The Dilantin level was 16.2 and the Phenobarbital
level was 20. '

It was noted that the PCP evaluatad Cllent #2 on
September 22, 2007. There were no new orders
given at that time regarding the low Dilantin level.
483.460(c) NURSING SERVICES

The facllity must provide ¢lients with nursing

W 325

W 331 i

W325

i

W 322,
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of cranberry juice. Interview with the LPN
indicated that the client had been doing well with
his pleasure feeding.

Review of Client #3's current physician order
required the client to receive pleasure feedings 15
minutes after each schedule G-Tub feeding
(11:00 AM, 4:00 PM and 8:00 PM). Further
interview with the Registered Nurse on Octobar 3
2007 at approximately 2:00 PM revealed that the
client should walt the required 15 minutes to
ensure that his stomach was "not overloaded with
liquids.®

2. The facility's nurse failed to schedule medical
consultation appointments for Client #3, timely.

a. Interview with the Qualified Mental Retardation
Professlonal (QMRP) on Qctober 2, 2007 at 9:40

AM, revealed that Client #3 was admitted to the

D1 WASHINGTON,|DC 20019 :
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This STANDARD is not met as evidenced by: ;
Based on staff interview and record review the
facility failed to ensure nursing services in
accordance with the needs of three of four clients [
In the sample. (Clients #2, #3 and #4) |
The findings include; :
.  will provide. addshonal
1. The facility's LPN failed to follow Client #3's x RN \Hl\\ pm !;\&i on
physician order that required the nurse to give Jyawn W) as wnes ! ,
pleasure feeding 15 minutes after regular p\easm Mr\o) 6%
| seheduled feeding. . '
On Qctaber 3, 2007 at 10:35 AM, the Licensed ol
Practical Nurse (LPN) was observed feeding . a RN W‘;u (‘_})‘ﬂdud[‘ voandom ~ \0\\8'07
Client #3 through his G-tube. The G-tube feeding ooservatioms Yo ensure ongol
ended at 11:05 AM. - At 11:08 AM, the LPN was . e w i \t.' 5 rﬁ
observed feeding the client his pleasure feeding QﬁW\PMU“

standard, .

T
o

a4 Pebrnve repnse Yo .
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| Cllent #2 was observed recélving Dilantin 150 mg

6:35 PM. Review of the client s neurology

Continued From page 50

facility on March 26, 2007. October 2 - 5, 2007
the client was observed in a wheelchair. Raview |
of client's clinical record revealed a Physical
Therapy assessment dated April 24, 2007. The
assessment recommended that the client ba
fitted for a knee brace.

b. Interview with the Qualified Mental
Retardation Professional (QMRP) on October 2,
2007 at 9:40 AM, revealed that Client #3 was
admitted to the facility on March 2§, 2007.
Observations during the survey from October 2 -
§, 2007, the client was observed in a wheelchair
with tight limbs. Review of client's ¢lihical record
revealed a Physical Therapy assessment dated
April 24, 2007. The assessment recommended
that the client receive an evaluation at a spasticity
clinic,

3. The facility's nurse falled to obtain PSA lab
results for Client #4.

Review of Client #4's medical record revealed a
physician arder far the client to recelve a PSA
level. According to the lab profiles the test was
administered on July 12, 2007. At the time of
survey, however, there were no PSA results,
available,

4, The fadility's nurse failed to obtaln Dilantin and
Phenobarbital levels as ordered by the physician
as evidenced by the following:

and Phenobarbital 90 mg on October 2, 2007, at

consultations revealed that she was seen on
August 2, 2007, The Neurologist recommended
obtaining'monthly Dilantin and Phenobarbital

W 331
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levels, complete metabollc panels, and complate
blood count with differentials twice per year. The
client was to return to his office with all (ab results
in twa months, A physician order reflecting the
recommendations was noted in the record.
Review of the laberatory reports failed.to
evidence that a Phenobarbital and Dilantin |evel
was obtalned in August 2007, however one was
nbtained September 2007, Interview with the
facllity ' s nurse on October 4, 2007 revealad that
blood levels should have been drawn in August
as ordered.

5. The facility failed to obtain a swallowing study
for Client #4.

Observations during the meals throughn.ut the
survey from October 2 - 5, 2007 revealed that
Client #4 was setved a pureed diet,

| Review of the Client #4's medical récord revealed

a physician order dated June 19, 2007, for a
swallow study. Further review of the records
revealed that the study had been scheduled for
December 18, 2007, 6 months after the order.

6. Observations on October 2, 2007 at
approximately 7:30 PM, Client #4 was observed
wearing adult protective tindergarments.
Interview with the direct eare staff indicated that
the client wears diapers. Review of the client's
nursing notes on October 4, 2007 at
appraximately 11:00 AM revealed that the client
had a urology consult an July 26, 2007 and
should return in one year, However, there was no
medical consultation sheet to confirm that the
appointment had been completed.

7. The facility's nurse failed to ensure that Client

W 331
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W 331 Gontinued From page 52 W 331
#2's health status was reviewed by the
Registered Nurse on a quarterly or mere frequent
basis. [See W336)
W 336 | 483.460(c)(3)(1l)) NURSING SERVICES w33s, \N 330
Nursing services mustinclude, for those clients ‘ :
certified as not needing a medical care plan, a :
review of their health status which must be on a ’
quarterly or more frequent basis depending on :
client heed. -
This STANDARD is not met as evidenced by: T Mﬂ)\'& will be mek oy :
Based on interview and record review, the facility QNWM \ﬁ)\é i
failed to ensure that a health status was reviewed ' ]
by the nursing staff on a quarterly or mare . J
frequent basis far one of the four clients in the ;
sample, (Clients #2 ) {
The finding includes: 4 First W%ﬁe‘s&mmt‘ 043 07
Review of Client #2's medical record revealed houd \Dw ' __ | ongine)
that her annual hursing assessment was ® RN Wi 1_\ tonduct a q)uav'luﬂd A
completed on June 16, 2007. Further review of DL lowe.
the medical record revealed that the first quarter OL*.&C-SSH'IEJ\'{' @W%“‘\ i) 9 on
assessment had not been completed. Interviaw Gre ) 7/ civen
with the Registered Nurse confirmed that the Wl neaiﬁs of Jrhé,
quaterly assessment had not been completed. ;
WV 343 | 483.460(d)(1) NURSING STAFF w343 WYY ;
Nurses providing services in the facility must have :
a current license to praciice in the State.
This STANDARD is not met as evidenced by; Tf A Wi be W
Based on staff interview and record review the GA WMM Vh’) )
facility failed to ensure that all nurses providing
services In the facllity had a current license to
practlce in the District of Columbia. |
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The finding includes: & Yumon ?%OWU& B‘M'e“*‘\o
will ooty cuveat license tor
Review of personnel records on Qctober 4, 2007 abl L Skaft. ek
at B:15 AM failed to provide evidence of the ’ 2esource Deporhmen
credentials for the two nurses. The facility failed @ HWwnon ;_‘ u'+¢;> ek and lbtfa‘\’)“l
to provide evidence of a current license for all of will con “U'f;mhm Adte s§send ongolng
the nurses to practice in the District of Columbia W‘O“‘R’r, 6’4[3 H Ged st '
. " g h ‘ces ] iden
in accordance with the Health Occupation Woi1es SR
Revision Act (HORA) Title 3 Chapter 12 Section pyoi- Yo expl ’
3-1205.13 ("Each licensee shall display the e
license conspicuously in any and all ptaces of .
business or employment of the licensee,") .y
W 426 | 483.470(d)(3) CLIENT BATHROOMS waze| \WW2h | I’
The facility must, in areas of the facilty where . Thee Standard will e metas
clients who have not been trained to regulate cnden w& tf.)\j )
water temperature are exposed to hot water, A 4o chock thao \b 07
ensure that the temperature of the water does not @ Sy avﬁ N@W—’f }_w{ \0
exceed 110 degrees Fahrenheit. ot vua. e e"a Py OV\QOW'a
Thfs STANDARD is not met as evidenced by: -h? Wmeﬂfj §
Based on observations, the facility failed to rt otk conce
maintain'water temperatures not to exceed 110
degrees Fahrenheit. ronbinue o
¥ oddth
The finding includes: ' ) ok
+m\im'nq : d&, nﬂéd'e (1 .
On October 4, 2007 at 1:00 AM, the hot water ; !
ternperature felf hot ta the touch, Readings from y
the surveyor's thermometer was 120 degrees
Fahrenhelt In the kitchen and both bathrooms.
The Facllities Coordinator was informed at
approximately 1:10 AM, who informed the i
maintenance staff and instructed him to lower the )
water temperature, _
On Octaber 5, 2007 at 1:00 PM, the hot water !
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W 426 | Continued From page 54 W 426 :
temperature had been adjusted not to exceed ’
110 degrees Fahrenheit.
VV 436 | 483.470(g)(2) SPACE AND EQUIPMENT w 436 WU 3
- i . . . R . ' - . ) § .
The facility must furnish, maintain in good repair, Thid St U.A will be wet s

|| verdfication, the facility failed to ensure that

and teach glients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices idenlified by the
interdisciplinary team as needed by the client.

Thiz STANDARD is not met as evidenced by:
Based on observation, interview and record

adaptive equipment identified as needed by the
interdisciplinary team were furnished and
provided for one of the four clients included in the
sample, (Client#3)

The finding Includes:

The facility failed to fumish the recommended
adaptive equipment for Client #3.

Interview with the Qualified Mental Retardation
Professional (QMRP) on October 2, 2007 at 9:40
AM indicated that Client #3 was admitted to the
facility on March 26, 2007, Review of the client's
30 day meeting review revealed a Physical
Therapy assessment dated April 24, 2007. The
assessmeant recommended:

- knee brace to increase his extension range of -
moation; and

- an evaluation at the sbasﬁcity dlinic for Batox
injections to facilitate impraving his knee
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W 436 | Continued From page 55 W 436| WLk 3o | Bont NIV
extension. K ’
will be Erled for revesd
Interview with the QMRP on October 3, 2007 at - ] -
approximately 12:30 PM, ravealed that the an : )
appointment had not been scheduled for the knee ol :
brace or an evaluation at the spasticity clinic. i '
W 441 | 483,470(i)(1) EVACUATION DRILLS VV 441 ]i y
, _ « Yaindavd Wil be et
The facillty must hold evacuation drills under Thus ot & L.
varied conditions. M &)\dﬂﬂcf ‘d :
E
.
This STANDARD s not met as evidenced by- @ tome. Managers vj\»ik&*' M .
Based on staff interview and record verification, ok here anre af lesst o NeA307
the facility failed to hold evacuation drills under W b eachn hieY e.uexy .
varied conditions. - - y Ar\ C"[{\ : OV\QUu\%
WO 72 uit checlc
The finding includes: 4 Yome ‘Y\m% ™ orou de
On October 3, 2007, at 7:55 AM a review of fire C’m“i.':e ) Follow-wp 05
drill records revealed that fire drills had not been Qoo T
held during the hours of 2 AM through § AM. needed,
Observations throughout the survey revealed that Nonaoer will ensuind
there are eight non-mobile clients that reside in # tome NGNAY ndudzd
re . Axlls e
the facility who are completely dependent upon Mok A Te ¢ a¥
the staff. In an interview with the House Manager whoey ,V@Tl@d LonA NS, € ¢ -
on the same day, she revealed that there are two d‘\qmm\' hwes, Qn& p\a(f/ !
direct care staff and one nurse on duty during the p) ég,}_a,pe, vouwes.
night. Further interview the House Manager ana © [N

acknowledged that there had not been a drill

during the aforementioned hours to evaluate how I
the three staff at night would safely evacuate the ' .t
eight non-mablle clients in the facility. 3 :
W 455 | 483.470(1)(1) INFECTION CONTROL w 455 WHESS

There must be an active program for the .
prevention, contrel, and investigation of infegtion . S
ahd communicable diseases. *
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W 461

Continued From page 56

This STANDARD is not met as evidenced by:
Based an observation, interview and record
review, the facility falled to implament infectious
control procedures to prevent communicable
infectious diseases,

The findings include:

1. The facility failed to properly defrost meats In
preparation for dinner.

On QOctober 2, 2007 from 1:00 PM until 4:00 PM,
a package of raw pork chaps was observed
sitting on the counter top. The package of pork
chops was warm to touch. Review of the dinner
‘menu indicated that pork chops was on the menu
for dinner.

2, The faclllty failed to ensure that direct care
staff washed her hands prior to feeding Client #4
his lunch.

On Qgtober 2, 2007 at 12:30 PM, Staff #1was
observed having difficulty in getting Client #4 to
camplete his lunch. At 12:50 PM, Staff #2 come
into the facility from off the van and stated, "1 will
get [the client] to eat his lunch.” Staff #2 was
observed feeding the client his lunch to
completion. Staff #2 was not cbserved ta wash
her hands prior to feeding the client.

The facllity staff failed to ensure that the policy
and procedures were implemented as it relates to
infection control méasures during meals.
483.480(a)(2) FOOD AND NUTRITION
SERVICES

A qualified dietitian must be employed either

W 455

W 461
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full-time, parttime, or on a consuitant basis at the
facility's discretion,

y mqawe{ wull ek
This STANDARD is not met as evidencead by: M % i . he o)
Based on interview and record review, the facility ,wu;lwmk M i

failed to have evidence that it employed a
qualified dietician to meet the client's needs for
two of the five cleints in the sample. (Client's #1
and #5)

: DEFICIENCY)
W 461 | Continued From page 57 : W 461 l\),”l-(‘,l I

The finding includes: ; ! 1018 O':('
nk L, . 048"

| 1. Client #1's record was reviewed on OQctober 3, U-) P\Bﬁzxw-ﬁ.‘?- V‘%P(.mae' o w322

2007. The client had a nutritional assessment on 5

August 31, 2008. Review of the clients waight

+ | records revealed that she had lost 9 pounds‘(lbs) | -

from March to April 2007, and continued to

gradually lose weight. The last record weight was A i W3zz

in October 2007 and the client weight 92 Ibs, It , ) ' MEL Wlm%e w32

was noted, however that she remained within har @" L

ideal body weight of 85 - 110 Ibs, Further review W32S ,U\ff’ 3)

of the record failed to show evidence that the oo

client'’s nutritional status had not been monitored s i

by a dietician quarterly ( 1st quarter September ; ' :

2006, October 2008, and Navember 2008, and T

2nd quarter December 2008, January2007, and

February 2007)as required. [See Also W322j

2. According to a nutritional assessment dated
August 31, 2008, Client #5 had an |deal body
weight (IBW) of 93 - 122 pounds. Review of the
client ' s weight charts revealed that although
Client #5 had an 8.5 Ibs decrease in weight from . ,
March 2007, to August 2007: she remains well . '
within her ideal body weight. Further review of K
the record lacked evidence that the client's ' ,
nutritional status had been monitered by a AT T -
dietician quarterly ( st quarter Septerber 2006, .
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refiable dietician in her absence. She Indicated
that the provider had re-hired her and that she
had completed nutritional assessment on all of
the clignts on October 2, 2007. Review of the
recards verified that the nutritionist completed all
necessary assessments which were dated
October 2, 2007,

Interview with the facility's Administrator on
October 4, 2007 revealed that the facility current
dietician who was re-hire was "very reliable.”
However, due to her subbatical, the provider
contracted with another dieticlan, who was not
providing the nutritional oversight as required in
his/her contracted.

Wa22, Wa3l, Wa

(D1 4515 EDSON PLACE, NE
WASHINGTON, D& 20019 :
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORREGTION s
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. | DEFICIENCY)
e
W 461 Continued From page 58 W 461 : ;
October 2006, and November 2008, and 3rd f
quarter March 2007, April 2007, and May 2007)as :
required. .
B
The nutritionist was in the facility an QOctober 2, ‘ te |
2007. In an interview conducted an October 3, . | ponée
2007, she indicated that she had taken a year off Relerence. res \0-12:07!
and was not aware that the facility was without a 25. no .
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INITIAL COMMENTS

On October 2, 2007, a recertification survey in
conjunction with a complaint investigation was
conduct through October 5, 2007, utilizing the full
survey procass. A random sample of four was
selected from a residential population of two mate
and six females clients with a diagnosis of
profound mental retardation.

The findings of the survey and investigation were
based on observation at the group home and
three day programs, interviews with group home
staff, day placement staff, the nutritionist, the
administrator, the Qualified Mental retardation
Professlonal, review of medical and
administrative records including the unysual
incident reports.

On September 28, 2007, the State Agency
received an e-mall fram the eourt manitor's office
that described cliant's care and treatment
concerns. The compliant alleged that there were
persistent pattem of problems as detailed below;

1. "Upon the individuals' return home from their
day program, water/fluids were not given or
offered a second time to individuals who initially
resisted/refused the water/fluids. In addition,
individuals were not toileted or changed upon
their return home."

2. "Throughaut the observation period, one of the
four staff members on duty spent the majority of
the fime preparing dinner while the other three
staff members sporadically interacted with the
individuals.”

revealed that they had participated in only two
outings during the period of September 1 - 19,

3. "Class members' logs of community outings * 1

000
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2007 - park and church. There was no evidence
that any community outings occurred in August
2007."

4. “As noted in the prior reviews, direct care staff
members, as well as the nurse on duty at the
time of the review, lacked basic knowledge of the
class members' current health care problems and
heeds.”

5. "As noted in the prior reviews, class members'

positioning lags indicated that they spend the
majority of their day sitting In their wieelchairs."

6. "On August 24, 2007, when Resident #2
retumed-from her day program, she was “found"
with a laceration on the right side of her forehead.
Resident #2 was taken to the emergency room,
treated, and released with staple(s) in her
forehead, which weare to be remaved In seven
days. This serious reportable incident was not
reported to the court moniters office.”

7. "There was no evidence that Residen #2's
neurologist's 8/2/07 recommendation to obtain

| monthly Dilantin and Phenobarbital levels for

Resident#2 was implemented."

8. "Since March 2007, Resident #1 has lost 13
pounds, which is over 10% of her body weight.
There was no evidence that Ms. Residenti#t's
intake is being closely monitored and recorded or
that there was follow-up to her incamplete
study/pelvic sanogram, which took place on June
29, 2007."

9, "There was no evidence that Resldent#1's
dietician had éonducted a review and
assessment of the changes in Residen 1's
nutrition status and her weight loss. The most
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) Q00 ( Continued From page 2 1000 ;L
recent nutrition assessment filed in Resident#1's
record was dated 8/13/06, and it was no longer a :
current or accurate portrayal of the client's |
nutrition/weight status * :

[
}

10. "In addition, although Resident #1's
physician, registered nurse, and agency Diractor _ P
of Nursing were notified of Residen H1's E : '
abnarmal blood-glucose levels of 39 (obtained on ’
8/21/07) and 54 (obtained on 8/27107) , each of
which represented a marked changed from her
blood-giucase level of 98 in April 2007, there was
na evidence any follow-up to these ’
abnormalities "

11. “Since March 2007, Resident #5 has also . 5
sustained an unexplained weight loss of 8.5
pounds. As noted irt the prior review, neither
Resident#5's nurses' hor her QMRP's reports
addressed the client’s weight loss."

12. "The numerous copies of the class members’ '
Health Risk Management Plans, which wete filad . ’
acrass the class members' Medical ISP, and : '
Program records, were not complete, current, or f
accurate " BT !

| 047 3502.5 MEAL SERVICE / DINING AREAS 1047 loyw7

Each GHMRP shall be responsible for ensuting R N 1
that meals, which are served away from the Tho Satule uwn \ oo met ‘
GHMRP, are sulted to the distary needs of Ul bu! !
residents as indicated in the Individual Qs WW 9 4 i
Habifitation Plan, ’

' Ceronce. se Yo
o TESPoNsSE
This Statute is not met as evidenced by: / it

Based on observation, staff interview and record T ANILZD . ﬁede,ral i}eﬁu@ncﬁ
verification, the facility failed to ensure that meals Repnt, I ' ;
served away from the GHMRP suited tha &P 2l :
Health Regulation Administrafion g '

STATE FORM ) . bWoa11 =t if sartinuatian sheet 3 of 3g




NOU-9-20@87 10:39 FROM: _ _ T0: 28244235439 P.5

. LRV
Y Emam oam W T AL T W e 4 sMik - e EE AU R AL B

PRINTED 10722/2007
FORM ARPROVeD:

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULYIPLE CONSTRUCTION' (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDIN oL
B. WING ,
08G118 | 10/05/2007
, NAME OF PROVIDER OIR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ¢ i
4515 EDSON PLACE, NE e '
1ol WASHINGTON, DC 20019 L ‘ 5
{X4) ID SUMMARY STATEMENT OF DEFICIENCI(ES D PROV!D:ER'.S PLAN OF CORRECTION 5 |
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE |
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFER ENCED TO THEAPPROPRIATE DATE
. DEFICIENCY)
1 047 | Continued From page 3 .. 1047

residents dietary needs for one of the four .
residents in the facility. (Resident #1) _ :

1 The finding includes:

On October 2, 2007 at 7:20 AM, Resident #1 was
observed using an angled spoon during her
breakfast. On October 2, 2007 at the day
program, the client was observed eating her
lunch. The client had an adaptive plate and buiit
up handled spoon. At the dinner meal on the
same day the resident utilized an angled spoon
for eating. Record reveiw revealed that the !
resident was prescribed an angled spoon during ' S
meals. The day program observation was : L
_brought to the attention of the Qualified Mental S g
Retardation Professional (QMRP), who was nat s
aware that the day program was not using the
recommended adaptive feeding equipment at her

day program. :
1056/ 3502.14 MEAL SERVICE / DINING AREAS | D58 10856 |
: | &
Each GHMRP shall train staff in the storage, 3502, +

preparation and serving of food, the ¢leaning and ! f 5
care of equipment, and food preparation in order ‘ i f
to maintain sanitary conditions et all times. : '

- wude will e met- :
This Statute is not met as evidenced by: —Wu‘D Sm% but |
Based on observation, interview and recard as evden Yl i
review, the GHMRP ty failed to ensure that each Bt !
GHMRP staff was trained in the storage, | i . i
preparation and serving of foad, the cleaning and S :
care of equipment, and food preparation In order R i
to maintain sanitary conditions at all times. Iy ‘

The finding Includes: : " _ 5 .
The facility failed to properly defrost meats In

lgalth Regulation Administration
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1058 | Continued From page4 1 056 '
preparation for dinner. NE
i QUSRS
On October 2, 2007 from 1:00 PM until 4:00 PM, AMEP wii e G-“Ué\ and
a package of raw pork chops was observed mMS
sifting on the counter top. The package of pork chodt g
chops was warm to touch. Review of the dinner hacer wil(
menu Indicated that pork chops was on the menu mal oy
for dinner. HS{LM .
1 081{ 3502.19 MEAL SERVICE / DINING AREAS | 061 L0G| ! :
Each GHMRP shall have effect dures S22\ Wil Be ek "
ac shall have effective procedures for . Uir oA
cleaning all equipment and wark areas used in -“W) %\”&k}% Y)P.
the preparation and serving of faods. SAOINL .Iz,(i X bt.yp .
. . ' ) RS SOr hcwl ws+ ,
This Statute is not met as evidenced by: m Focd ‘? O("F & 2o ouk 10 67
' The finding includes: been r\mec\ on oﬂgw:\‘j
v V\umé\ W S winolen
On October 2, 2007, the food processor was 5 \bhe.\n owuai—qm
sitting on the kitchen counter top with water drops Complelg A .
on it . \
@ me, W\cmugex wnli reuw/J cedudress
V\W\ ua.‘bmen :
1 108| 3504,15 HOUSEKEEPING {108 and mm Ay el o{ms ,
q,“ rMner en CDM) LM
Each GHMRP shall assure that each resident has Yo A S(-nndlej ‘
at least seven (7) changes of clothing appropriate Wit '\"’\ '
to his or her daily activities. * é’ :
3504, 1S :
This Statute is not met as evidenced by: Qﬂ,l.e)\ﬁ!/\r\/t;E p 10:3\0
Based on observation and staff interview, the iy MMWWML‘{‘D o ' ol 1
GHMRP failed to have apporapriately fitting W17 CCO\IMJLL ngony
| clothes for one of the four residents in the P
sample. (Resident #1) W"
, The finding includes: C - ' ,
On October 2, 2007 Resident #1 shirt appeared at ‘
Health Regulation Administration -
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1056 | Continued From page 4 1056
preparation for dinner.
" cusnss
On October 2, 2007 from 1:00 PM until 4:00 PM, QAmeP wilk reoew M\ué\ and
a package of raw pork chops was observed PTDPEX' p.repx oS
sitting on the counter top. The package of pork canioiun expectial ;" (
chops was warm to touch. Review of the dinner aL mManaQer Ll
menu indicated that pork chops was on the menu Qmep/ Rome- g?qg_ﬂ_ oy
for dinner. ?’M‘L&Qd Nukrienal
as need A T monagementy
1061/ 3502.19 MEAL SERVICE / DINING AREAS 1061. . | 106 |2 ‘c‘*’ j ! .
3& vl 1 : ' : '
Each GHMRP shall have effective pracedures for . " widd | Wik
cleaning all equipment and wark areas used in Th S’m_k\f.ib . i o3
the preparation and serving of foods. g d ‘Q*-Xp | ,
sl S
. - - I |
Focd Doessor had yust o
This Statute is not met as evidenced by: o [YQ! ’ Oéf ) J& & 10-0T
The finding includes: been '(;":\\r\‘qﬂ)’ Q0. Woo OV\SQW.\OJ
w b Powed. tn deon woshun |
On Qctober 2, 2007, the food processor was N when obseruation)
sitting on the kitchen counter top with water drops gt aomp;e(gﬁ .
it. . i
ont ﬂ!-}omvt\ﬁ”; e:ru)li\Nuu*.uw)(ﬂ!"_m)_5
C v e sment Pro -
1108| 3504.15 HOUSEKEEPING 1 108 o &O}m : ;g‘;*’mm?wgas :
- -Hne,r enslare. Lomplancs
Each GHMRP shall assure that each resident has o h‘:&hks standad .
at least seven (7) changes of clothing appropriate Wik - i '
ta his or her daily activities. 2504 ISI '
Bl !
This Statute is not met as evidenced by: Qa{.@ngmcé i \0:3\:0
Based on observation and staff interview, the ARet Me. 40 ONCOL 11
GHMRP failed to have apporapriately fitting \M { 37 M nQ ﬂv‘
clothes for one of the four residents in the : ' -
sample. (Resident #1) NW» b
" The finding includes: - L - | .
: !
On October 2, 2007 Resident #1 shirt appeared !
Health Regulation Administation ; :
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{108| Continued From page 5 1108

too big as the arms of the shirt hung over her
hands. Interview with the staff acknowledged that
the resident’s clothes were two large and
indicated that she had recent weight loss.
Interview with the Qualified Mental Retardation i
Professional (QMRP) also acknowledged that the
resident has loss weight and that the day .
program had been concerned with her clothes Ol :
being too big. . .

| 138 3505.5 FIRE SAFETY 1138|125 | . '
5505.5 ) |

Each GHMRP shall conduct simulated fire drills in

order to test the effectiveness of the plan at least
four (4) times a year for each shift.

1 o ’ . :
| i Chakde woll be ek |

This Statute is not met as evidenced by: Thio e | .
Based on interview and record review the OA W Wﬂ / :

GHMRP failed to ensure that each shift
canducted a fire drill four times a year.

The finding includes:

2 tome mamqef will conduck

On Octaber 3, 2007, 2t 7:55 AM a review of fire youhne. Fme, drills pX vartows oo O
drill records revealed that fire drills had not been W 9

held during the hours of 2;00 AM through 5:00 mes . : | o\r\qowfu],
AM. Observations throughout the survey 4 Home Mwwau wikl conduct ;
revealed that there are eight non-mobile Adchon ,‘11 SHAfC trmuning as

residents that reside In the facility who are a

completely dependent upon the staff. In an M
interview with the House Manager on the same :
day, she revealed that there are two direct care
staff and one nurse on duty during the night.
Further interview the House Manager
acknowledged that there had not been a drill , ] .
during the aforementioned hours to evaluate haw ' : R 1
the three staff at night would safely evacuate the Bt . . '
eight non-mobile residents in the facllity. e : :

Healih Regulation Adminlstration i
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1206 | Continued From page 6 1206 :
1208 3509.6 PERSONNEL POLICIES | 206 RO
Each employee, prior to employment and 3509.0
annually thereafter, shall provide a physician ' s :
certification that a health inventory has been :
performed and that the employee ' s health status !
would allow him or her ta perform the required ;
duties, .
{
This Statute is not met as evidenced by: Thia %}UIL wills e met
Based on interviews and record review, the A P/VLAMVM& M, .
facility falled to achieve compliance with State L /
regulations pertaining to health (22 DCMR 1 L |
Chapter 35, Section 3509.6). i |
The finding includes: @ Healdhh @E'A&WS %1134'”0 dweck
) o L (4-0
The State regulatory agency conducted a review g’“"PP‘“h ‘E’h‘*q— Cﬂ’l *D ongofr;’q
of personnel records on Octaber 4, 2007, at ong W"‘U‘\ gu,ppu\l' s(ﬂff#l 4
which time there was no evidence that two direct e
support staff, [Staff # 10 and #11] , one agency o yuaise omd Ywo pM
' support staff, [Staff #12] two nurses and two
| professional health care consultants had current h"m o WV‘W‘]S e
health certificates. 8,‘ __Qb& .
' Human [counee Bept it
1281] 3514,2 RESIDENT RECORDS 1201 ‘o le‘m‘%g/f\ sl
- veribicedion of \neadddin
Each record shall be kept current, dated, and Ve e s b
signed by each individual who makes an entry. 124y). P
This Statute is not met as evidenced by: BSIH.Z i .
Based on record review the GHMRP failed to The Stodute will be
ensure each residents records were dated and P Joy !
signed by the individual completing the ek &S eUldenOeA y 7
assessment or monitoring the lab profiles. RE
leaith Regulation Administration !
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1291 Continued From page 7 1291

The findings include:

F
1. The faciity's primary care physician failed to Q) WL’L WWM o E
date his entry for Resident #1's abnormal CeAsnod] dafirerramnein 1048.07

laboratary profiles. ﬂ\i’ _
W3z2Z.

Review of the complaint received on Saptember NP C

28, 2007, revealed that Resident #1 had blood ik

drawn on August 18 and 24, 2007. The blood

glucose resulls were 39 and 54 respectively.

These results were noted as being below the

normal range documented as 74 - 106.

Review of the laboratory report dated August 18,
2007 revealed that the Primary Care Physician
reviewed the results’, however he did not date his
entry it could not be détermined if the rasults
ware reviewed timely.

: r | w
2. The facility's Registered Nurse (RN) failed to (2 [aferumme. NAPOY £ [1019.07
sign Resident #4's quarterly reviews. Cedoanl: MMW\ N»?Wt

‘ R ,OY\SOIM
Interview with the facllity's Licensed Practical W322, .
Nurse (LPN) on Qctober 4, 2007 at approximately L
3:00 PM revealed that the one of two RN P
completes quarterly nursing exams, Review of
the Resident #4's medical record revealed that a '
nursing assessment was completed in March ?
2007, with quarterly follow ups (Juna 2007, ‘
September 2007). However, the quarterly
reviews were not signed to indicated who had
completed the quarterly reviews.

| 374 3519.6 EMERGENCIES _ a7a | VBTH

\ . 2514,.5
After medical services have been secured, each :
GHMRP shall promptly notify the resident ' s L
-quardian, his or her next of kin if the resident has | ' S -
no guardian, or the representative of the - ‘
spansoring agency of the resident ' s status as g

{ealth Regutation Adminlstration g T . !
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) 374 | Continued From page 8 1374 1[
5oon as possible, followed by written notice and i
documentation no later than forty-eight (48) hours R
after the incident. | '
i | & i) ei—
This Statute Is not met as evidenced by: The S\ﬂ-i'ld“e- W W be i
Based on staff interview and record review, the as emd.ence& b{.{ﬂ .
GHMRP failed to provide evidence of the prompt Dy !
notification of parents or guardians of significant :
incldents for one of the four residents in the
sample. :
The finding includes: e to ;
ference. response.
Review of the facility's unusual incident reports Fle G«é od W \5.5_(_ of tL L%‘Q1
and investigations on October 2, 2007 at W53 & v $ ONgo
approximately 8:20 AN, revealed evidence that Cedend . De,‘r,om//»u/) Ve
the facility failed to notify family members a : :
immediately of the following significant incidents: Pl
2. On April 17, 2007, staff discovered Resident .y .
#2 with a three centimeter discoloration on her F =
left thigh. e !
b. On August 24, 200, Staff discovered a
laceration to Resident #2's head for which she .y
was treated in the emergency room. i
1378 3519.10 EMERGENCIES 137e 1379 &
, 251910,
In addition to the reporting requirement in 3519.5, . X
each GHMRP shall notify the Department of Thes Skatute will be wet
Health, Health Facilities Division of any other _ deinced by
Unusual incident or event which substantially as euloed . :
interferes with a resident ' s health, welfare, living f e \Ves J;mse/ !
arrangement, well beling or in any other way & Reﬁere . N\S‘(‘ of ‘
places the resident at risk. Such notification shall WIGE3 ond
be made by telephone immediately and shall be Cedeirod thc.w,naj
followed up by written noftification within ' ol :
twenty-four (24) hours or the next work day. WPM 4 X
H Y v i ;
Hoaith Regulation Adminisization !
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This Statute is not met as evidenced by; i
Based on interview record review, the GHMRP P
failed to ensure the Department of Health, was
notified of unusual incidents or events that
substantially interfered with each resident's heaith
and welfare within twenty-four hours or the next

work day.
The finding includes: : |
Review of the incident reports on October 2, 2007 4 W NJXM@A WNM
beginning at 8:20 AM revealed the following A‘CNN\ ok W
incidents had not been reported to the State 'U'\ W o \ ) l m
Agency as required: . m’tsw g ;Bwunkmml—v\)\
a. On April 17, 2007, staff discovered Resident wadonks )
#2 with a three centimeter discoloration on her 0‘\ s ‘ ’é&go\w{?
| left thigh. |
a Qued Wil engue Hhatotl
b. On September 11, 2007, the staff discoveraed i o mpm& (Lﬂd
a"mark" on Resident #3's left back arm. \m&é’ﬂ?&' \ m a 'h ! ]
c. On July 16, 2007, the staff discovered a tnwesing .
scratch on Resident #3's right back leg, WOWWes
d. On July 9, 2007, the staff discovered an s Doowm i'f \'?ZU\‘LUY\/W"E ™
abrasian on Resident #3's |eft lower leg. ' will hﬂmwﬂmrﬂd or)
&, On June 24, 2007, the staff discovered a H’L e WPOT*L
bruise on Resident #6's right elbaw. ke

1
1

f. On June 18, 2007, the staff discavered a '
blister on Resident #7's right knee, i

1394} 3520.2(d) PROFESSION SERVICES: GENERAL | 1394 |24 !
PROVISIONS ' - - . 35'30‘2-@' -

Each GHMRP shall have avallable qualified
leallh Regulation Administration
iTATE FORM &Ran
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professional staff to carry out and monitor 2 !
necessary professional interventions, in Pl '
accordance with the goals and objectives of every '
individual habilitation plan, as determined to be o :
necessary by the interdisciplinary team, The . :
professional services may include, but not be L :
limited to, those services provided by individuals L
trained, qualified, and licensed as required by . T . m—ei” \
District of Columbia law in the following “The M‘\L\?@ wil e
disciplines or areas of services: oS @Ld@moe,a\ b’ﬁ ’ R :
i ! i
(d) Nutrition; @ Nudrittonist usi pmuxd_;e ;
. ' Lo oy a
This Statute is not met as evidenced by: Cb\lﬂz”df"’b‘/\ o W\!\i‘ :
Based on Interview and record review, the Aok OURASIC . 10.13.07
- - needed ©
GHMRP failed to have evidence that it employed A witl ey
a qualified dlefician to meet the Resident's needs m AN/ nme/ Qmﬂﬁ t as ong W
for two of the five cleints in the sample. Loordln alr. sefuies ‘
(Resident's #1 and #5) o0 A | R .
The finding includes: " d.ei Qaré Pysiaan
: AL .
B Pamagry oHG&A o
1. Resident #1's record was reviewed on Wil \.M _h It frendn
October 3, 2007, The Resident had a nutritional \mu@W WA \
assessment on August 31, 2006, Review of the ’ 00 Mewage Sla=, .
Resldents waight racords revealed that she had \ne E
lost 9 pounds (Ibs) fram March to Aprl 2007, and P :
continued to gradually lose weight, The last | @ Mso HLQCVQ)‘\CD_ nesp (M,Q-F '
record weight was in Qctober 2007 and the ' O { A l':(UQ,m f
Resident weight 92 Ibs. It was noted, however W 522’ Qm( O% (/‘7 \
that she remained within her ideal body weight of T‘epm&' | :
85- 110 Ibs. Furthér review of the record failed ek
to show evidence that the Resident's nutritional i
status had not been monitored by a dietician ;
quarterly ( 1st quarter September 2006, October
2006, and November 2006, and 2nd quarter
December 2006, January2007, and February
2007)as required. [See Also W322]
2. According to a nutritional assessment dated | \
{ealth Regulation Administration '
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August 31, 2008, Resident #5 had an idea| body [
weight (IBW) of 93 - 122 pounds. Review of the ' |
Resident' s weight charts revealad that although IR . '
Resldent #5 had an 8.5 [bs decrease in weight N '
from March 2007, to August 2007; she remains
well within her ideal body weight Further review
of the record lacked evidence that the Resident's
nutritional status had been monitored by a
dietician quarterly ( 1st quarter September 20086,
October 2006, and November 2008, and 3rd

quarter March 2007, April 2007, and May 2007)as -
requlred. . o ‘ :

The nutritionist was in the GHMRP on October 2, _
2007. In an interview canducted on October 3, e

2007, she indicated that she had taken a year off e T
. and was not aware that the GHMRP was without |
a reliable dietician in her absence. She indicated
that the provider had re-hired her and that she
had completed nutritional assessment on all of

| the Residents on October 2, 2007. Review of the .
recards verified that the nutritionlst completed all ‘
necessary assessments which were dated
October 2, 2007.

Interview with the GHMRP's Administrator on aE i
October 4, 2007 revealed that the GHMRP S .

. il f
current dietician who was re-hire was "very |3Cl5
reliable.”" However, due to her subbatical, the |
provider contracted with another dietician, who 2520, 2 @

was not providing the nutritional oversight as .

required in his/her contracted. _W'\L(S SH?J Lt wiill e M
. YR}

1395 3520.2(e) PROFESSION SERVICES: GENERAL | 1395 as eadenced by

PROVISIONS al

Each GHMRP shall have available qualified s
{ professional staff to carry out and monitor . Pl
necessary professional interventions, in .
accordance with the goals and objectives of every Rk , i
lsaith Regulation Administration :
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individual habilitation plan, as determined to be I
necessary by the interdisciplinary team. The
professional services may Include, but not be
limited to, thase services provided by individuals
trained, qualified, and licensed as required by
District of Columbia faw in the following
disciplines or areas of services:

(e) Nursing;

This Statute is not met as evidenced by;

Based on staff interview and record review the
GHMREP failed to ensure nursing services in
accordance with the needs of three of four
Residents in the sample. (Residents #2, #3 and
#4) -

The findings Include:

1. The GHMRP's LPN failed to follow Residant
#3's physician order that required the nurse to
give pleasure feeding 15 minutes after regular
scheduled fesding.

On Octaber 3, 2007 at 10:35 AM, the Licensed
Practical Nurse (LPN) was abserved feeding
Resident #3 through his G-tube. The G-tube
feeding ended at 11:05 AM. At 11:08 AM, the
LFN was observed feeding the Resident his
pleasure feeding of cranberry juice. Interview
with the LPN indicated that the Resident had
been daing well with his pleasure feeding.

Review of Resident #3's current physician order
required the Resident to receive pleasure.
feedings 16 minutes after each schedule G-Tub
feeding (11:00 AM; 4:00 PM and 8:00,PM),
Further interview with the Registered Nurse on
October 3, 2007 at approximately 2:00 PM
revealed that the Resident should wait the

leatth Regulatlon Administration
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required 15 minutes to ensure that his stomach i
was "not overloaded with liquids.” L, 5

2. The GHMRP's nurse failed ta schedule
medical consultation appointments for Resident A QQ,WC& N,&W towzzz) i

#3, timely. W23, W32l WAk |
a. Interview with the Qualified Mental Retardatian ‘

Professional (QMRP) on October 2, 2007 at 9:40
AM, revealed that Resident #3 was admitted to

the GHMRP on March 26, 2007, October 2 - 5, & Aleo vﬂe,wvwe PN SO i
2007 the Resldent was observed in a wheelchalr, \o ufMaD
Review of Resident's clinical record revealed a : ‘

Physical Therapy assessment dated April 24,
2007. The assessment recommended that the '
Resident be fitted for a knee brace. Co

b. Interview with the Qualified Mental
Retardation Professional (QMRP) on Qctaber 2,
2007 at 9:40 AM, revealed that Resident #3 was
admitted to the GHMRP on March 26, 2007,
Observations during the survey from October 2 - ' “h
5,2007, the Resident was observed in a o
wheelchair with tightlimbs, Review of Resident's :
clinleal record revealed a Physical Therapy
assessment dated April 24, 2007, The _
assessment recommended that the Resident !
receive an evaluation at a spasticity clinic.

3. The GHMRP's nurse failed to optain PSA lab )
results for Resident #4. ‘

Review of Resident #4's medical record revealed
a physician order for the Resident to receive a
PSA level, According to the lab profiles the test
was administered on July 12, 2007. At the time
of survey, however, there were no PSA results,
available, .

4. The GHMRP's nurse failed to obtain Dilantin Y i

{aalth Regulation Administratlon
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1395 Continued From page 14 1 395 X

and Phenobarbital levels as ordered by the
physician as evidenced by the following:

Resident #2 was observed receiving Dilantin 150
mg and Phenobarbital 90 mg on October 2, 2007, - Cl !
at 6:35 PM. Review of the Resident' 5 neurclogy : :
consultations revealed that she was sesn on
August 2, 2007, The Neurologist recommended
obtaining monthly Dilantin and Phenobarbital
levels, complete metabollc panels, and complete
blood count with differentials twice per year, The _ i
Resident was ta return to his offiée with all lab P |
results in two months. A physician order : : T
reflacting the recommendations was noted in the i !
record. Review of the laboratory reports failed to e :
evidence that a Phenabarbital and Dilantin level Dl -
was oblained in August 2007, however one was o :
abtained September 2007, Interview with the . ‘
GHMRP *'s nurse on October 4, 2007 revealed : .
that blood levels should have been drawn in . . |
August as ordered. R ‘

5. The GHMREP failed to obtain a swallowing ' s :
study for Resident #4. : |

Observations during the meals throughout the ’
survey from October 2 - 5, 2007 revealed that :
Resident #4 was served a pureed dijat,

Review of the Rasident #4's medlcal record

revealed a physician order dated June 19, 2007,

| for a swallow study. Further review of the records
revealed that the study had been scheduled for

December 18, 2007, & months after the order.

6. Observations on October 2, 2007 at
approximately 7:30 PM, Resident #4 was .
observed wearing adult protective LA T i
undergarments. Interview with the dirgct car .
staff indicated that the Resident wears diapers.

iealth Reglllaton Admimstration s !
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Continued From page 15

Review of the Resident's nursing notes on
October 4, 2007 at approximately 11:00 AM
revealed that the Resident had a urology consult
on July 26, 2007 and should return in one year.
However, there was no medical consultation
sheet lo confirm that the appointment had been
completed.

7. The GHMRP's nurse failed to ensure that
Resident #2's health status was reviewed by the
Registered Nurse on a quarterly or more frequent
basis, [See W336]

3520.2(f) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
hecessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

() Occupational Therapy;

This Statute Is not met as evidenced by:
Based on record review, the GHMRP failed to
have on file for current licenses for all
consultants.

The finding includes:

Review of parsannel records on October 4, 2007

‘|-at 8:15 AM revealed the professional license for

the facility's occupational therapist was expired.

396

| 356
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The QMRP was informed of the lack of current
license for the aforemantioned professionals in
accordance with the Health Occupation Revision
Act (HORA), Title 3 Chapter 12, Sectian
3-1206.13 ("Each licensee shall display the
license congpicuously in any and all places of
business or employment of the licansee.")

3520,2(h) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of evely
individual habilitation plan, as determined to be
necessary by the Interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of servicas:

(h) Sacial Work:
This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
have on file for current licenses for 3il

L consultants.

The finding includes:

Review of personnel records on October 4, 2007
at 8:15 AM revealed the professional license for
the facility's soclal worker was expired. The

QMRP was informed of the lack of current license

for the aforementioned professgionals in . .
accordance with the Health Occupation Revisian
Act (HORA), Title 3 Chapter 12, Section
3-1205.13 (“Bach licensee shall display the

1398 ' -I:
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1398 Continued From page 17 | 393
license conspicuously in any and all places of !
business or emplayment of the licensee.")
1 432) 3521.7(c) HABILITATION AND TRAINING 1432 w37
The habilitation and tralning of residents by the i
GHMRP shall include, when appropriate, but not i
be limited to, the following areas:
) Gm RP mt!Q pwo 1ae OL\A-‘-&DL”'QJ
(¢) Personal hygiene (including washing, bathing, ke Hm.mw\U\ Wi o Wﬁl
shampouading, brushing teeth, and menstrual rmw\@ }e,e;l' a,\d
care); S5
wens , .
This Statute is not met as evidenced by: Tha : WU‘ M a0 Nt o]
Based an abservation, interview and record WAMM \[yu\ , longang,
| review, the GHMRP failed to ensure residents {
weare effectively trained in tooth brushing. -
| . '
The finding includes: il ‘,;-(’ LRI W\me) '
@ & w3 |
KW’W“ e Guent .
Review of Resident #3's medical record revealed ok TOP
a dental consultation dated June 6, 2007, The @ GMeP W\\/\ e,u\swi oalS anA '
cohsultation indicated that the client had heavy N,m et 94 :
calculus deposits and poor oral hygiene. ob‘\.e_ckffﬂ_‘ﬂ &,
Review of the IPP dated April 25, 2007 failed to
identified a toothbrushing program.
1 437| 3521.7(g) HABILITATION AND TRAINING 1437 MN37T ;
11 '
The habllitation and training of residents by the 252 C‘D\’ :
GHMRP shall include, when appropriate, but hot ’
be limited to, the following areas: )
(g) Communication (including language )
development and usage, signing, use of the
telephone, letter writing, and availability and _
utilization of communications media, such as * ,
walih Ragulation Administration ' ’
- TEFORM ™ DWO411 If continuation shaet 18 of %0
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books, newspapers, magazines, radio, television,
telephone, and such specialized equipment as
may be required);

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the facility failed to provide habilitation
and training for two of the four residents included
in the sample. (Residents #3 and #4)

The findings include:

1. On October 3, 2007 Resldent #4's home
activities from 8:00 AM to 1:30 PM were
observed and revealed the following: .. .

a) Upon the surveyors arrived to the home at 8:00
AM Resident #4 was observed at the kitchen
table preparing to eat his breakfast. The resident
was served his breakfast and did not participate
in the meal ime preparation or service. Although
the resident was independent in feeding himself,
staff used hand aver hand assistance to
encourage him to complete his meal.

b} At approximately 8:30, after completing his
breakfast, the resident was taken to his bedroom
where he remained until lunchtime, The resident
was periodically observed In his bedroom lying on
his bed without any without
constructive/habilitative activities,

c) At approximately 12:00 PM, the resident was
escorted in his wheelchair to the living room and
pousitioned in front of the telavision.

d) During lunch, at approximately 12;30 PM,
Resident #4 was observed exhibiting face
slapping behaviors. The direct care staff

1 437
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intervened by stating “Oh, no we won't have that".
The resident ceased the behavior momentarily.
The staff did provide any further
redirection/intervention. Accarding to the
Resident's current Behavior Support Plan,
raviewed on QOctober 3, 2007, required the staff to
ask the resident to stop. If the resident did not
stop, the staff was required to move the
resident's hand down from his face and continue
with proactive strategies.

€) After lunch, at approximately 1:30 FM, direct
care staff took the resident on a van ride.

Interview with staff on October 2, 2007
revealed that Resident #4 dependents on staff for
basic personal needs

On Qctober 2, 2007, the resident was observed
wearing an adult protective under garments and
dependant on staff for toileting. Also on the
morning of October 2, 2007, the staff was
observed assisting the resident with his jacket,
The staff confimed that the resident needs
assistance with bathing, dressing and tolleting.

Review of the resident's habilitation record on
Qctober 4, 2007 revealed no documented
evidence of training programs in these domains.
Further review of the client's habilitation records
failed to review that the resident's personal care
skills had been identified/assessed.

3. Review of Resident #4's IPP revealed that
recommended training programs were not
consistently irmplemented as evidenced below:

- | .Review of the Resident #4's PP revealed

abjactives to enhance serisary awareness, to
improve lower range of motion and strengthen
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lower extremities, and to improve ambulation and
auditory skills. At no time during the abservations
did the staff direct encourage, the resident' to
participate in any of the aforementioned prograrn
objectives as evidenced below;

'a) Three fimes per week, the resident’ will
feel/manipulate items in his feel box for three
minutes with hand over hand assistanca for six
consecutive months by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRP) on October 4, 2007
revealed that there was no box available with
such items. Review of the data, however,
revealed that the program was being
Implemented and that the client had achieved the
required abjective, since April.

The facllity QMRP could not explain how the
program was being implemeanted without the box.

2. The facility falled to implement Resident #3's
program objectives.

a) Interview with the QMRP on Qctaber 2, 2007
at 8:.40 AM indicated the Resident #3 was
admitted to the facility on March 26, 2007.

During evening observation on Qctober 2, 2007
from 3:45 PM through 6:55 PM, Resident #3 was
not engaged in any formal or informal active
treatment programs.

At 3:30 PM, the client arrived home from his day
program and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom. He was
observed to lie in bed until 6:55PM. The residsnt
was observed to need total assistance in
transferring from his wheelchair to and from bed.
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At 6:55 PM, the resident was propelied into the _ e .
living room and positioned in front of the e

television, where he remained until he received i
his G-tube feeding at B:00 PM. There was no b
observation that the staff presented the resident o
with a choice of leisure time activities or engaged L
the resident in any other activity. .y ‘

b) Review of Resident #3's {PP dated April 25, e
2007 revealed an objective that the client will sit N
on the edge of the bed for two minutes three '
times a day without assistance for three months.

There was no observations of the resident
participating in this activity. According to the

1 data sheets slnce June 2007 the direct care staff
were documenting only twice a day,

¢) Review of Resident #3's PP dated April 25, E

2007 revealed an objective that the resident will s '
tolerate stretching to his lower extremities daily !
for twa minutes each stretch for six months,

There was no cbservations of the resident : .
participating in this activity. According to the data E '
sheets since June 2007 the direct care staff were ' :
not documenting the number of minutes.

d) Review of resident's IPF dated April 25, 2007 h

revealed an objective which stated, “Five days a o '
week, given hand over hand asslstance, (the Fh :
resident} will make a selection of what clothes to :

wear daily In BO% of the trials presented for six
consecutive manths by April 2008."

On October 2, 2007 at 3:45 PM, a pair of jeans . '
and shirt was observed on Resident #3's : ; )

|| nightstand. Interview with the direct care staff at i
6.00 PM indicated that the clothes were selected P !
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by the staff for the resident to wear on the next :
day. There was no evidence that the facility

encourage the resident to participate in this task, i '

3. During the evening meal observation on S
October 2, 2007, Resident #1 ate her meal with C
minimal to no assistance fram staff. Upon the .
completion of the meal, the staff who was
assisfing the client with her meal, passed the dish _
and eating utensils fo another staff person who L ‘
was located in the kitchen. Review of the D

resident |IPP abjective on October 4, 2007,
revealed that the resident had a goal to increase -

her activities of daily fiving skilis. To accomplish it ’
| this goal, the resident was required “. _ . after : :

dinner meal, given physical assistance, [Resident - ’ '
Name] wil remove her plate to the kitchen on
100% of the trials presented for six consecutive !
months.” On October 2, 2007, Resident #1 was
not afforded an opportunity to participate in this S )
IPF goal, ‘ ‘ e '

1 441 3521.7(k) HABILITATION AND TRAINING | 441 Iy

The habilitation and training of residents by the 252217 QO, i
GHMRP shall include, when appropriate, but not ' b
be limited to, the following areas:

(k) Mobility (including ambulation, transpartation, L '
mapping and orientation, and use of mobility i '
equipment);

This Statute is not met as evidenced by; —WW) glmg:&./ itk be W\ﬁ 0A
Based on observation, staff interview and record WMJV\LE& M v |
review, the GHMRP fziled fo ensure the s ,
habilitation of its residents included training in the ;

area of mobility for one of the four residents in the| . i .
facility. (Resident #3) .

The finding includes:
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On Qctober 3, 2007, Resident #4's home
achvities from 8:00 AM to 1:30 PM were
observed and revealed the foliowing:

a) Upon the surveyors arrived to the home at 8:00
AM Resident #4 was observed at the kitchen
table preparing to eat his breakfast. Tha client
was served his breakfast and did not participate
in the meal time preparation or service. Althaugh
the client was independent in feeding himself,
staff used hand ovar hand assistance to
encourage him to complete his meal.

b) At appoximately 8:30, after campleting his
breakfast, the client was taken to his bedroom
where he remained until lunchtime. The client
was periodically observed in his bedroom lying on
his bed without any without
constructive/habilitative activities,

€) At approximately 12:00 PM, the client was
escorted in his wheelchalr to the living room and
positioned in front of the television.

d) During lunch, at approximately 12:30 PM,
Resident #4 was obseryed exhibiting face
slapping behaviors. The direct care staff
intervened by statlng “Oh, no we won't have that”.
The client ceased the behavior momentarily. The
- staff did provide any further
-fedirection/intervention. According to the Client's
current Behavior Support Plan, reviewed on
Octobar 3, 2007, required the staff to ask the
client to stop. If the client did not stop, the staff
was required to move the cliens hand down from

| his face and continue with proactive strategles.

e) After lunch, at approximately 1:30 PM, direct
"care staff toak the client on a van ride.
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; 2. Intarview with staff on Qctober 2, 2007
{ revealed that Resident #4 dependents on staff for
; basic personal needs

QOn October 2, 2007, the client was observed

; wearing an adult protective under garments and

| . dependent on staff for toileting, Also on the
moming of Ociober 2, 2007, the staff was
observed assisting the client with his jacket. The
} staff confirmed that the client needs assistance

| with bathing, dressing and tolleting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of training programs in these damains.
Further review of the client's habilitation records
failed to raview that the client's personal care
skills had been identified/assessed.

| 3. Review of Resident #4's [PP revealed that
recommended {raining programs were not
| consistently implemented as evidenced below:

Review of the Resldent #4's IPP revealed T '
ohjectives to enhance sensory awareness, {o :

improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
) did the staff direct encourage, the client to
participate in any of the aforementioned program

§ objectives as evidenced below:

a) Three times per week, the client will i '
feel/manipulate items in his feel bax for three ;
minutes with hand over hand asslstance for six
consecutive months by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRP) on October 4, 2007

|
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revealed that there was no box available with
such items. Review of the data, however,
revealed that the program was being .
implemented and that the client had acheived the
required objective, since April.

The facility QMRP could not explain how the L |
program was being. implemented without the box, ; '

b) [The client} will dance with staff for three
minutes two times per day 100% accuracy for six

rnonths, : . :
Although the data collection refect that this Q'-‘PJ‘W 1 i d’D wisz
program had been implemented in the past, there Ceaexol ‘ &e Goen

_| was no evidence that the program had been - ah uﬂ Rn.pd).i-.

implemented during the survey period.
Additionally, the data collected did not maasure
the progress of the objective. [Also See W252]

d) [The client] will ambulate one trip around the
interior of the heme two times a day with _ .y : .
moderate physical assistance of one person at = :
100% accuracy for six months”, 1

Although the October 2007 data collection
refected that this program was being
implemented one time a day, this praogram was
not observed during the survey period.

2. The facllity failed to implement Resident #3's : 3
program objectives.

a) Interview with the QMRP on Octobar 2, 2007
at 9:40 AM indicated the Resident #3 was L |
admitted to the facllity on March 26, 2007. b ‘

During evening observation on October 2, 2007 . ,
from 3:45 through 6:55 PM, Resident #3 was not T !
engaged In any formal or informal active .

Health Regulation Administration . } :
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treatment programs.

At 3:30 PM, the client arrived home from his day
program and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom. He was P

observad to lie in bed uatil 6:55 PM. The client , !
was observed to need total assistance in P
transferring from his wheelchair to and from bed. ot

At 6:55 PM, the client was propelled into the living , P
room and positioned in front of the television, :
where he remained until he received his G-tube
feeding at 8:00 PM. There was ho observation o
that the staff presented the client with a choice of Eo ;
leisure time activities or engaged the client In any
other activty. .

b) Review of Resident #3's IPP dated April 25, l W “L M%")U\Nl& J‘O i I'M'(ﬂ I
2007 revealed an objective that the client will sit WIS | oy\qgm (/j

on the edge of the bed for two minutes three
times a day without assistance for three months,

There was ho observations of the client : T '
participating in this activity. According to the ‘
data sheets since Jurie 2007 the direct care staff '

were documenting only twice a day. ' : i

¢) Revlew of Resident #3's IPP dated April 25,
2007 revealed an objective that the client will L :
tolerate stretching to his lower extremities daily ‘ , :
for two minutes each stretch for six months. e '

There was o observations of the alient b . '
participating in this activity. According to the data ot

sheets since June 2007 the direct care staff were ol =
not documenting the number of minutes., 1 !

1458| 3521.11 HABILITATION AND TRAINING " | 1ass

Each resident ' s activity schedule shall be
Healih Regulation Adminlstration .
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available to direct care staff and be carried out
daily.
! This Statute is not met as evidenced by:
Based on observation, interview and record
: review, the GHMRP failed to ensure each

resident's activity schedule was up to date and s V o
current for direct care staff implementation.

:
The finding includes: %Mm" W’Q‘PUMQ« l'D W4k
s

Upoen the surveyors arrived to the home at 8:00
AM, Resident #4 was observed at the Kitchen
table preparing to eat his breakfast. The resident
was served his breakfast and did not participate
in the meal time preparation or service. Although
the resident was independent in feeding himself,
staff used hand over hand assistance to
encourage him to complete his meal.

At approximately 8:30, after completing his
breakfast, the resident was taken ta his bedroom
where he remained until lunchtime. The client
was periedically observed in his bedroom lying on
his bed without any without . A
congtructive/habilitation activities. : Pl k '

At approximately 12:00 PM, the client was i
escorted in his wheelchair to the living reom and
positioned in front of the television.

At 12:30 During lunch, at approximately 12:30 L Lo i
PM, Resident #4 was observed exhibiting face Pl !
slapping behaviors. The direct care staff :

intervensd by stating "Oh, no we won't have that", 1
The resident ceased the behavior momentarily, E
The staff did provide any further

.| redirectionfintervention. According to the " o - !
Resident's current Behavior Support Plan, : e

reviewed on October 3, 2007, required the staff to

.Health Regulation Administration : '
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ask the client to stop. [f the resident did not stop,
the staff was required ta maove the resident's
hand down from his face and continue with
proactive strategies.

After lunch, at approximately 1:30 PM, direct care
staff tock the resident on a3 van ride.

Interview \Mth the direct care staff and review of
the habilitation record revealed that the resident
had no activity schedule for that day, and no
record of an alterative activily schedule.

3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accaordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on record review, the GHMRP failed to
ensure the residents were protectioned from
injurigs of unknown origin for foru of the eight
clients residing in the facility, (Residents #2, #3,
#6, and #7)

The finding includes:

Review of the incident reports an October 2, 2007
beginning at 8:20 AM revealed the following
incidents had not been reported to the State
Agency as required:

a. On April 17, 2007, staff discovered Residentt
#2 with a three centimeter dlscoforatnon on her
Jeft thigh.

458
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b. On September 11, 2007, the staff discovered
a"mark" on Resident #3's left back arm.

¢. On July 16, 2007, the staff discavered a
scratch on Resident #3's right back leg. 1: ’

d. On July 9, 2007, the staff discovered an ' o '
abrasion on Resident #3's left lower leg.

e. On June 24, 2007, the staff discovered a
bruise on Resident #6's right elbow,

f. On June 18, 2007, the staff discovered a R E ,
blister on Resident #7's right knee. : p :
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3520.2(d) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of every
individua! habilitation plan, as determined to be
necessary by the interdisciplinary team. The
protessional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services;

(d) Nutrition;

This Statute is not met as evidenced by;

Based on interview and record review, the
GHMRP failed to have evidence that it employed
a qualified dietician to meet the Resident's needs
for two of the five cleints in the sample.
(Resident's #1 and #5)

The finding includes;

1. Resident #1's record was reviewed on
October 3, 2007. The Resident had a nutritional
assessment on August 31, 2008. Review of the
Residents weight recards revealed that she had
fost 9 pounds (Ibs) from March to April 2007, and
continued fo gradually lose weight. The last
record weight was In Qctober 2007 and the
Resident weight 92 [bs, It was noted, however
that she remained within her ideal body weight of
85-110Ibs. Further review of the record failed
to show evidence that the Resident's nutritiona|

| status had not been monitored by a dietician

quarterly ( 1st quarter Septémber 2006, October
2006, and Novernber 2006, and 2nd quarter
December 2006, January2007, and February
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2007)as required. [See Also W322] |

l
2. According to a nutritional assessment dated
August 31, 2006, Resident #5 had an |c|eal bady
weight (IBW) of 83 - 122 pounds. Review of the
Resident’ s weight charnts revealed that although
Resident #5 had an 8.5 Ibs decrease in we;ight
from March 2007, to August 2007: she remains
well within her ideal body weight. Further feview
of the record lacked evidence that the Resldents
nutritional status had been monitored by al
dietician quarterly ( 1st quarter September|2006,
October 2008, and November 2006, and 3rd
quarter March 2007, April 2007, and May 2007)as
reqmred

The nutritionist was in the GHMRP on October 2,
2007. In an interview conducted on Octobgr 3,
2007, she indicated that she had taken a year off
and was not aware that the GHMRP was Without
a reliable dietician in her absence, She Indicated
that the pravider had re-hired her and that she
had completed nutritional assessment on all of
the Residents on Qctober 2, 2007, Review of the
records verified that the nutritionist completed all
necessary assessments which were dated
October 2, 2007.

Interview with the GHMRP's Administrator on
October 4, 2007 revealed that the GHMRP
current dietician who was re-hire was "very
reliable.® However, due ta her subbatical, the
provider contracted with another dietician, who
was not providing the nutrtional ovem:ght as
required in his/her contracted,

3520. 2(.3) PROFESSION SERVICES: GENERAL

PROVISIONS

Each GHMRP shall have available quahﬁed

| 394
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professional staff to carry out and monitar Sl !
necessary professional interventions, in _ ]

accordance with the gozls and objectives of every |
individual habilitation plan. as determined to be

necessary by the interdisciplinary team. The : {—G*l g2 u)“[ bo me¥
professional services may include, but not be Té S d.ﬁﬂ ced bqy.
limited to, those services provided by individuals oL eoll

trained, qualified, and licensed as required by
District of Columbia law [n the fallowing
disciplines or areas of services:

(e) Nursing;

This Statute is not met as evidenced by: ' |
Based on staff interview and record review the

GHMRP failed to ensure nursing services In ﬁe(e,mym {\p_&p(M&Q o M S
accordance with the needs of three of four 5 AW 322, 101907
Residents in the sample. (Residenis #2, #3 and ' de,huemw) rep nguwv)

#4) w33\ ond W3,

The findings include: P :
1. The GHMRP's LPN failed to follow Resident f ’
#3's physician order that required the nurse to '

give pleasure feeding 15 minutes after regular ?
scheduled feeding. N

On Ostober 3, 2007 at 10:35 AM, the Licensed
Practical Nurse (LPN) was observed feeding
Resident #3 through his G-{tube. The G-tube
feeding endad at 11:05 AM. At 11:08 AM, the
LPN was observed feeding the Resident his : ,
pleasure feeding of cranberry juice. Interview i '
with the LPN indicated that the Resident had cb

been doing well with his pleasure feeding.

Review of Resident #3's current physician order
required the Resident to receive pleasure ’ :
feedings 15 minutes after each schedule G-~Tub . : )
feeding (11:00 AM, 4:00 PM and 8:00 PM) A :
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Further interview with the Registered Nurse on
October 3, 2007 at approximately 2:00 PM
revealed that the Resident should wait the
required 15 minutes to ensure that his stomach
was "not overloaded with liquids.”

2. The GHMRP's nurse failed to schedule

medical consultation appolntments for Resident .
#3, timely. on ape & Blso rolevrence |response

ro Wal0, WAk, waal

a. Interview with the Qualified Mental Retardation

Professional (QMRP) an Octaber 2, 2007 at 9:40 WY § Wad(, Wiz o
AM, revealed that Resident #3 was admitted-to T -
the GHMRP on March 26, 2007. October 2 - 5, WAL 7. & ‘

2007 the Resident was observed in a wheelchair.
- | Review of Resident's glinical record revealed a T
Physical Therapy assessment dated April 24,
2007. The assessment recommended that the
Resident be fitted for a knee brace.

b. Interview with the Qualified Mental - '
Retardation Professional (QMRF) on Oclaber 2, S '
2007 at 9;:40 AM, revealed that Resident #3 was e X
admitted to the GHMRP on March 26, 2007. R |
Observations during the survey from October 2 -
5, 2007, the Resident was observed | 2
wheelchair with tight limbs, Review of Resident's
clinical record revealed a Physical Therapy
assessment dated April 24, 2007, The
assassment recommended that the Resident b

receive an evaluation at a spasticity clinic. . : 1 !

3. The GHMRP's nurse failed to obtain PSA lab
results for Resident#4.

Review of Resident #4's medical record revealed e
-a physician order for the Resident to receive a P - !
PSA level. According tothe lab profiles the test
was administered on July 12, 2007. Atthe time
of survey, however, there were no PSA resulis,
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available.

4. The GHMRP's nurse failed to obtain Dilantin
and Phenobarbita) levels as ordered by the
physician as evidenced by the following:

Resident #2 was observed receiving Dilantin 150
mg and Phenobarbital 90 mg on Octaober 2, 2007,
at 6:35 PM. Review of the Resident s neurology
consultations revealed that she was seen on
August 2, 2007. The Neurologist recommended
obtaining monthly Dilantin and Phenobarbital
levels, complete metabolic panels, and complete
blood count with differentials twice per year. The
Resident was to returmn to his office with all lab
results in two months. A physician-order
reflecting the recommendations was noted in the
record. Review of the laboratory reports failed to
evidence that a Phenobarbital and Dilantin level
was obtained in August 2007, however one was
obtained September 2007. Interview with the
GHMRP ' s nurse on October 4, 2007 revealed
that blood levels should have been drawn in
August as ordered.

5. The GHMRP failed to obtain a swallowing
study for Resident #4.

Qbsetvations during the meals throughout the
survey from October 2 - 5, 2007 revealed that
Resident #4 was served a pureed diet.

Review of the Resident #4's medical record
revealed a physician order dated June 18, 2007,
for a swallow study. Further review of the records
revealed that the study had been scheduled for
December 18, 2007, 6 months after the order.

6. Observations on October 2, 2007 at
approxifmately 7:30 PM, Resident #4 was

1395
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obsecrved wearing adult protective :
undefgarments. Interview with the direct care j
staff indicated that the Resident wears diapers. Db
Review of the Resident's nursing notes on ' : '
Qctober 4, 2007 af approximately 11:00 AM
revealed that the Resident had a urology consult
on July 26, 2007 and should return in one year,
However, there was no medical consultation
sheet to confirm that the appointment had been
completed.

7. The GHMRP's nurse failed to ensure that joren " i‘;' povaei®> Wzl |40

Resident #2's health status was reviewed by the
Registered Nurse on a quartetly or more frequent :
basls. [See W336] i
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